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FRACTURES INVOLVING THE ELBOW* 


KELLOGG SPEED, M.D. 
CHICAGO, ILLINOIS 





KELLOGG SPEED 


The humerus, ulna and radius, singly or in combination, are involved 
in fractures into and about the elbow joint. This diathrodial joint is 
classified as a ginglymus which permits hinge-like motions within a cer- 
tain arc, the exact range of which must be known by the physician deal- 
ing with fractures of the area. This arc of motion extends from an 
angle of about 30° made by the forearm with the arm (humerus) when 
the forearm is fully flexed, to 180°, or a straight angle, when the fore- 
arm is fully extended, giving a total range of motion of approximately 
150°. In some adolescents, particularly. in girls, the degree of extension 


may naturally be. greater than 180° when the joints are allowed to re- 


lax from stretched or immature ligaments. 
In addition to this range of motion as a 
hinge, we find that the forearm is attached 
to the arm at an angle of about 10° away 
from a straight line to permit the forearm 
to point outward from the body when fully 
extended and yet to bring its long axis di- 
rectly over the long axis of the humerus 
when fully flexed. This deviation at the el- 
bow is called the carrying angle, made pos- 
sible by an angle of attachment of the fore- 
arm bones to the humerus and a slanting off 
of the lower articular surface of the humer- 
us itseli—each equalling 5°, totalling 10°, 
and permitting the exact folding over of 


_ forearm onto an arm axis in flexion. 


This one point in the structure of the 
elbow is most important in determining dis- 
placement after some of the fractures 
around the joint, in guiding the reduction 
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and immobilization of the fracture and in 
the prognosis after healing of the injury. 


Of equal importance with the gross archi- 
tecture of the joint is the strong capsular 
ligament arranged to bind olecranon and 
coronoid to humerus reinforced by a tough 
annular ligament about the head of the 
radius holding it to ulna and external con- 
dyle of the humerus, and the supporting 
collateral ligaments extending on either side 
from humerus to ulna and radius. These 
firmly bind the joint and yet on account of 
the limited range of its hinge motion we 
find that the bones themselves assist in this 
restriction. The olecranon projecting be- 
hind and within the limitation of these liga- 
ments makes excursion up into the ole- 
cranon fossa of the humerus in full exten- 
sion of the forearm and by impinging in 
this fossa limits extension. A similar ac- 


tion exists in flexion when the coronoid 
process of the ulna occupies the depths of 
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the coronoid fossa of the humerus in the 
front of the joint limiting forearm flexion 
with the help of the interference of the 
muscle masses in the front and the strong 
pull of the triceps tendon in the back of the 
joint. Pronation and supination of the 
forearm, obtained by rotation of the head 
and shaft of the radius about the ulna, are 
independent of forearm flexion and exten- 
sion and may be, limited by the simple proc- 
ess of fixation of radius to ulna, either by 
adhesions, change in shape of the round 
head so that it cannot run wheel-like on the 
articulating surface of the ulna or by 
angular displacement of the neck of the 
radius or upper end of the ulna. 

To recapitulate, we have then a joint con- 
stantly useful to all arm motions, hinge- 
like in action with accessory rotation func- 
tion, closely packed with its three compo- 
nent bones bound snugly by strong liga- 
mentous envelopment. Fracture of any 
part of these three bones even of minor de- 
gree, or involving cartilaginous surface, or 
in infancy and youth disrupting the grow- 
ing epiphyses (for discussion of which spac 
is lacking) requires careful diagnosis, skill- 
ful attention and a guarded prognosis. 


Based on anatomical structure the elbow 
bones yield by fracture as a result of trans- 
mission of force up the forearm in falls on 
the hand. This may lead to supracondylar, 
or condylar fractures of the humerus or 
fractures of the head and neck of the ra- 
dius. Force transmitted through the flexed 
forearm or on the elbow area directly may 
result in splitting fractures of the lower end 
of the humerus, the coronoid process of the 
ulna, the olecranon or isolated condylar 
fractures. The added indirect action of 
muscle pull may cause some fractures of 
the olecranon or dislocations of the joint 
as a whole. These injuries are found at all 
ages, from the infant just starting to walk, 
to old age. Let us discuss a few of them. 


Supracondylar fracture of the humerus 
may be considered the typical elbow frac- 
ture of infancy and adolescence and may 
pass through the epiphyseal plane wholly or 
in part. Rarely there is no displacement of 
fragments, but usually the distal fragment 
(elbow articular portion) with its closely 
attached forearm bones, is displaced back- 
ward and inward, leading to two planes of 
displacement as viewed from before back- 
ward, or latera'ly. This separation of bone 
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with stretching or tearing of surrounding 
soft parts may catch the near-lying median 
or ulnar nerves causing primary disturb- 
ance of their function, even severing them, 
or later interfering with their action by in- 
clusion in callus or scar tissue. An appar- 
ent change in the carrying angle from this 
loosening of bony support just proximal to 
the elbow joint must result. The elbow 
joint relationships proper are not changed 
because supracondylar fracture is practical- 
ly always extra articular, but the loss of 
support of the humerus just above the joint 
lets the heavy forearm hang or sag, thus 
modifying this important angle governing 
relationship between forearm and arm. If 
the carrying angle is not restored and the 
posteriorly displaced fragment of the hu- 
merus is not brought forward into normal 
relationship with the shaft, there will result 
loss of full range of motion in the elbow 
region with functional loss of use of the 
arm. 


For reduction, with help of counter trac- 
tion on the arm by some one assisting, the 
forearm is first slightly hyperextended, 
avoiding further injury of soft parts about 
the elbow and thinking always of the ten- 
sion on the blood vessels and nerves, then 
pulled out in its long axis by traction on 
forearm and hand, followed by flexion of 
the forearm during maintenance of this 
traction. This third part of the act of re- 
duction is most important as the forearm’s 
long axis must be carried steadily to coin- 
cide with the long axis of the arm and 
brought up to 40° or 35° of flexion with 
the arm, the palm of the hand directed to- 
ward the shoulder. With the help of the 
normal anatomical support about the elbow, 
this should restore the carrying angle and 
give reduced coaptation of fracture sur- 
faces. 


This position must be sustained by a 
well-applied posterior or posterior and an- 
terior moulded plaster of Paris splint, ex- 
tending to base of the fingers for a long 
enough time, depending on the age of the 
patient, to ensure bony healing. If the sup- 
port is removed too soon in any yielding 
to the patient’s desire to get out of splint or 
to any fear of stiff joint resulting from 
lack of motion, two results may follow. In 
the first the weight of the forearm and 
hand may bend the soft callus and thus re- 
produce some of the posterior and angular 
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displacement changing the carrying angle 
unfavorably, interfering with the final use- 
ful range of motion. 


A similar result may follow inadequate 
immobilization when the plaster dressing 
does not extend high enough on the arm 
segment, thus permitting freedom of rota- 
tion of the proximal fragment of the hu- 
merus and a slipping off at the fracture site. 
To avoid this disaster the plaster splint may 
be run up over the scapular region locking 
arm to torso, or in extreme cases in very 
steep and oblique fracture the whole arm 
should be encased in plaster, palm toward 
shoulder and the dressing incorporated in 
a plaster of Paris torso cast, embracing the 
body, resting on the padded iliac -crests. 
This ensures no slipping of a properly re- 
duced fracture. 


A second untoward result may follow too 
early attempts at motion, either active or 
passive. These may set up additional sec- 
ondary and untoward new bone formation 
to interfere with the joint motion. Main- 
tain the immobilization, therefore, long 
enough to avoid these dangers, to permit 
the periarticular extravasation to absorb 
and the callus to harden, then use only ac- 
tive motion short of pain. To this control 
of the joint the physician adds unlimited 
patience and encouragement and the final 
joint range of function will be maximal. 
Each exercise of active motion must carry 
the forearm back to full flexion which posi- 
tion after removal of the splint at the end 
of the third week may be held, especially 
at night, by temporary reapplication, until 
all fear of losing full flexion is passed. 
During the day the arm may be carried in 
a sling for safety and convenience. The 
functional results after supracondylar frac- 
ture are seldom perfect, but the physician 
must aim to restore motion and a good car- 
tying angle in an arc of usefulness, which 
means ability to flex the forearm so that the 
hand may reach the face for the purpose of 
eating, attending to hair or shaving, and 
ability to button clothes. When the frac- 
ture is not reduced, these acts will be lost 
in whole or in part. 


Forceful repeated passive motions are 
seldom profitable in attempts to restore el- 
bow joint motion and function. They usu- 
ally lead to additional blood extravasation 
about the joint, formation of more new 
bone and constricting fibrous tissue with 
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resulting reduction of the range of joint 
motion. A small percentage of these frac- 
tures, seen late and unreduced, may be 
coaxed back into near reduction by a proc- 
ess of gradually increased flexion of the 
forearm, held in a_ successive series of 
moulded plaster splints as new angles of 
forearm flexion are gained. Ancient cases 
with gross deformity, lack of range of mo- 
tion or much new bone formation may be 
operated upon by a qualified surgeon who 
will exercise great care to avoid further 
new bone formation, so easily met with in 
adolescence. A few of these poorly furic- 
tioning joints in adults may warrant ar- 
throplasty. ' 


Fracture of either the external or inter- 
nal condyle are caused by falls on the fore- 
arm or elbow or lateral flexion force re- 
ceived on the forearm and transmitted to 
the humerus, usually without injury of the 
collateral ligaments of the joint. Fracture 
of the external condyle may accompany 
fracture or subluxation of the head of the 
radius and the broken fragment: of the 
humerus, depending on the age of the pa- 
tient, may involve the epiphysis, passing 
completely or partially through it. The 
fragment of the humerus in children is al- 
most universally displaced outward and 
rotated, pulled by muscles taking origin in 
this area. Fractures in industry and in 
adults may be comminuted. All of these 
directly involve the elbow joint and lead to 
hemarthrosis and a marked tendency to 
change the carrying angle, letting the fore- 
arm angulate outward into cubitus varus. 
On the inner aspect of the elbow the frac- 
ture is not always truly intra-articular, but 
may involve not only the epiphysis but also 
the epicondyle and its attached muscle ori- 
gins. There is no doubt that the tug of the 
muscles causes rotation of such fragments 
and interferes with manipulative reduction 
and retention by ordinary splinting meas- 
ures, no matter in what degree of flexion or 
extension the forearm is maintained. The 
median, radial or more often the ulnar 
nerve, singly or in combination, may be 
involved in the primary trauma or in th 
healing process by inclusion in scar or callus 
or from long standing trauma and stretch- 
ing when epiphyseal and bone growth has 
been interfered with. From internal con- 
dylar fractures develops late the well 
known clinical type or delayed ulnar palsy, 
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which may not manifest itself until years 
after the original injury. 


The radiographs of these injuries, which 
occur at all ages, must be closely examined 
and supplemented by oblique views on oc- 
casions when there is any doubt about the 
displacement of bone and cartilage. Frag- 
ments of either, with muscle attachment or 
free, may become obstacles in the joint to 
obstruct full flexion or extension and may 
cause excess new bone formation with in- 
creasing diminution of joint range or late 
nerve symptoms. In viewing the roentgeno- 
gram the cartilaginous portions of the hu- 
merus entering the joint in young children 
are frequently overlooked on account of 
their shadow casting power or their silhou- 


ette on the film being overlapped by heavy 
bone. 


Complete reduction by manipulation may 
be impossible; it is often very uncertain. 
Nearly all of these fractures require open 
operation to search the joint for small 
dropped in fragments and to correct quite 
positively the great amount of rotation of 
fragments, at times equalling 180°, to fit 
them exactly into normal position. This 
may necessitate freeing the fragment from 
muscle origins, but these severed attach- 
ments can be dropped back into place and 
rapidly take hold again without noticeable 
functional loss. The fragment of bone and 
cartilage should be held in proper place by 
suture or fixation, using that material 
which suits the individual case the best. 
After considerable experience, I find that 
catgut ordinarily suffices, especially when 
the fragment is fully freed and not attached 
to the humerus under any tension. There 
is no objection to nailing on with a small 
wire nail if the fragment is not split or 
damaged. These operations are delicate and 
require a nicety of technic and had best be 
performed by a qualified surgeon in con- 
trolled surroundings. There is no hurry 
about the surgery—a few days makes no 
difference and may be required to perfect 
skin or other conditions. What is done at 
the operation is permanent and even the 
greatest care may result in some loss of 
function in the joint. Immobilization after 
fixation or reduction by any method must 
be quite prolonged and the forearm is gen- 
erally kept in flexion during this period. 
Rarely the fragments can be held apposed 
only when in a position of complete exten- 
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sion. One waits for all traumatic insult to 
quiet down and the bone to become annealed 
before starting active movements, which are 
guarded, which aim to keep a full amount 
of useful flexion and not cause pain or new 
bone formation. Final results are reached 
after six to twelve months. 


Some long neglected cases can be bet- 
tered by late operation, but seldom by ma- 
nipulation. This class may involve median 
and ulnar nerves leading to delayed palsies 
and treatment by neurolysis or transplanta- 
tion of the nerve out of harm’s way. 


The grossly comminuted and widely sep- 
arated fractures of the humerus into the 
elbow joint resulting from falls or blows 
are most difficult to reduce and immobilize. 
Suspension traction by adhesive tape on the 
skin with the forearm out in a straight line, 
with intact ligaments, may suffice to hold 
fragments in good position as determined 
by x-ray examination in two planes. After 
two and one-half to three weeks this con- 
fining treatment may be supplanted by a 
moulded plaster of Paris splint, with the 
elbow in partial flexion, increased every two 
weeks. The fragments must not be dis- 
placed or allowed to widen during such a 
course. Others are apparently irreducible 
by this skin traction which may be replaced 
by Kirschner wire traction through the olec- 
ranon with the forearm held flexed at a 
right angle, with the patient either recum- 
bent or ambulatory, using a plaster of Paris 
dressing which embeds the wire, forearm 
in supination and hand supported by the 
dressing. Open fixation is reserved for the 
obdurate case in which a wire cerclage or 
transfixion may be required to bring frag- 
ments together followed by adequate fixa- 
tion in plaster for four to eight weeks. 
Nerve injuries, while infrequent, must be 
searched for at the time of injury and ade- 
quately cared for by suture or neurolysis. 
These operations similarly require well 
trained surgical skill. 


Fractures of the olecranon generally fol- 
low indirect violence or pull of the triceps 
tendon during falls on the flexed forearm. 
They are truly intra-articular fractures and 
may be sutured with wire or other material 
through an open incision. They should 
then be immobilized in nearly full extension 
for two and one-half weeks and active flex- 
ion in mild degree may then be started. 
Some separation of fragments may follow. 
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One should not rely too much on any type 
of internal fixation and begin active move- 
ments too soon or too vigorously. There is 
much doubt whether operated upon frac- 
tures of the olecranon, with all the dangers 
inherent to open procedure, give better re- 
sults than those not operated upon, but treat- 
ed by immobilization in full extension with 
graduated use following. One should pon- 
der carefully and operation must not be 
lightly undertaken in these fractures. The 
same careful after-care when splint is re- 
moved is required by both types of treat- 
ment. 

Fractures of the head of thé radius occur 
at all ages, even in infancy, and may be ac- 
complished by subluxations from tearing or 
rupture of the orbicular ligament. When 
the infant first starts to walk and is held 
by the hand, subjected to sudden jerks in 
hyperextension of the forearm by accom- 
panying nurse or parent, subluxation’ or 
“pulled elbow” often results. The child 
cries without apparent cause—but will not 
use the hand of the affected arm. X-ray 
examination should reveal the true condi- 
tion. The reduction may not be difficult but 
recurrence easily follows and the forearm 
should be dressed in full flexion onto the 
arm held by bandage or moulded plaster of 
Paris for three weeks. 

If the head or neck of the radius is 
fractured, the break may be complete or 
incomplete, the latter type existing as cracks 
in the bone running down the head, without 
fragment displacement. These, however, 
are true fractures, they entail hemarthrosis, 
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they require immobilization in moulded 
plaster of Paris and a sling support with 
the forearm flexed and in full supination 
for two or four weeks depending on the pa- 
tient’s age. 

Fracture of the head of the radius in- 
volving gross displacement in young chil- 
dren may be partly reduced by manipula- 
tions, using pressure over the fragment, fol- 
lowed by flexion of the forearm, fragment 
position to be checked by x-ray. The im- 
mature elbow joint of youth will tolerate 
a certain amount of fragment displacement 
and return ultimate good function if time is 
allowed for bony healing. In adults, how- 
ever, the fully matured and completely 
packed elbow joint will not tolerate dis- 
placements as new bone formation or heal- 
ing on of misplaced fragments will surely 
influence pronation and supination of the 
forearm and may check the range of flexion 
and extension. These patients require care- 
ful x-ray study and examination of elbow, 
forearm and hand. Consultation is usually 
advisable because a fair percentage require 
operative removal of the comminuted head 
which may be found on exposure to be 
more severely fractured than the x-ray ex- 
amination would lead one to believe. Re- 
moval of the head of the radius is a techni- 
cally difficult procedure, to be undertaken 
only by a qualified surgeon who will guard 
against later new bone formation around 
and in the elbow by a proper period of post- 
operative immobilization and a kindly in- 
ception of active use. Very few such in- 
juries result in complete functional return. 





POSTOPERATIVE OXYGEN THERAPY 


ERWIN R. SCHMIDT, M.D. 
MADISON, WISCONSIN 


Oxygen, since its discovery in 1775, has played a varying role. 


At first used in the 


chemical laboratory for experimental work and used therapeutically for the first time in 


1780, it had persisted in remaining there for many years. 


Into industry it has found 


its way through the laboratory, and in the last two decades it has entered the field of 


clinical medicine. 


At first the field was extremely limited because of the expense asso- 
ciated with the building of an oxygen room. 


Soon the results of these investigations 


broadened its clinical use, and, with the advent of oxygen tents, a wider use was pos- 


sible. 
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Today I shall try to demonstrate to | 
you how it can be used as widely and gen- 
erally as any well known household remedy. 
First, I want to go into the therapeutic use 
of oxygen and show, if I can, how much 


more often oxygen should be used, especial- 
ly in the postoperative period of patients. 

In the normal individual, nature has pro- 
vided an excellent mechanism for ordinary 
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use, and also for emergencies. The heart 
has a certain reserve which can be called 
upon, and the liver has so much reserve that 
the normal individual could get along with 
about one-fifth of that amount. Our blood 
chemistry is delicately balanced and pro- 
tected to prevent either an acidosis or an 
alkalosis. The respiratory mechanism is 
adjusted to keep up a sufficient oxygen sup- 
ply for the blood, and to remove carbon 
dioxide gas to prevent an accumulation. 
There are others. Suffice it to point out 
these well known examples. 


In the surgical patient the condition that 
obtains may vary from a surgical condition 
with a complete normal mechanism to one 
with one or more systems partially im- 
paired, moderately impaired or badly dam- 
aged. We have clinical and laboratory 
means to determine the amount of damage 
in some of the systems, and in others our 
means are very inadequate, so that even the 
most perfect evaluation by clinical and lab- 
oratory methods leaves something to clin- 
ical judgment. It is difficult to determine 
the reserve, how soon it will be used up, or 
what insults it will withstand. To protect 
this reserve and prevent it from becoming 
exhausted has been the problem, not only 
for the surgeons but for all medical men. 


The human body is influenced by an op- 
eration in various ways. The anesthetic 
depresses metabolism, reduces reflexes, pro- 
duces a certain amount of acidosis, some 
dehydration, and a leukocytosis of one and 
a half to two and a half times the pre- 
anesthetic count.* The operation itself pro- 
duces a lowered general and local resistance, 
pain and fever, and the phenomena of in- 
flammation with the physiologic and path- 
ologic changes attendant upon the type of 
operation performed. This means an extra 


load is put upon the body mechanism, a call . 


upon the reserve, and the biggest load 
comes upon the myocardium, which has to 
furnish oxygen and food and remove car- 
bon dioxide and waste products. 


Various factors have been taken care of, 
such as pain, dehydration, and acidosis. 
The heart, which has to bear a tremendous 
load, if it shows signs of weakening, re- 
ceives digitalis, coramine, caffeine, sodium 
benzoate, etc. The use of heart stimulants 
when the heart is overloaded is likened to 
using a switch on a tired horse that is 
stuck with a load. The use of oxygen for 
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the overburdened heart, instead of apply- 
ing the switch to the tired horse, takes off 
some of the load. Modern medicine should 
look forward and see if there is a way to 
lighten the load and prevent a breakdown. 


That the load could be definitely light- 
ened was demonstrated to us in a toxic 
thyroid. We used an intranasal catheter 
and ran oxygen into the oropharynx. The 
heart rate, which was 160 per minute, 
dropped to 100. When the oxygen was re- 
duced or stopped the rate immediately in- 
creased to 130. This experience has been 
repeated many times. The experience at 
the Wisconsin General Hospital has shown 
that,-in cases in which oxygen therapy is 
effective in reducing the load on the heart, 
the heart rate will decrease in a very short 
time. If in three hours there has been no 
drop in the heart rate, there is little use in 
using oxygen. 


Wright® has pointed out that the velocity 
of exchange of a gas between lung and 
blood depended on: (1) pressure difference, 
(2) solubility of the gas in blood, and (3) 
the property of the membrane. We have 
some idea of the effect of oxygen deficiency 
on the human mechanism. Clinically we 
recognize three types of anoxemia as de- 
scribed by Barcroft*: (1) the anoxic in 
which the oxygen tension is reduced and the 
hemoglobin not completely saturated; (2) 
the anemic type in which the oxygen tension 
is normal but the hemoglobin is reduced; 
(3) the stagnant type in which the time 
volume of oxygen-laden blood supplied to 
the tissues is low. Boothby’ adds a fourth 
called the histotoxic in which the cells are 
incapable of using oxygen, as in cyanide 
poisoning. 

The compensatory mechanisms to meet 
this anoxemia are an increase in the ven- 
tilation of the lungs, an increase in the heart 
rate throwing more work on the heart, and 
an increase in the number of red cells. This 
increase takes place as a result of a con- 
traction of the spleen forcing more cells into 
circulation, and an increased activity in the 
hematopoietic system. 


Wiggers’ shows the chemical changes be- 
tween inspired, alveolar, and expired air un- 
der normal circumstances: 


O: per cent CO: per cent 


I eo oii ik ean ee 20.92 0.04 
SY OE occa ns ghey dae . 145 5.3 
ee 16.4 3.8 
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If the oxygen of inspired air is reduced 
to 14 per cent, the force and the rate of the 
heart are considerably increased. ‘Tissue 
anoxia results in definite parenchymatous 
changes. Brief interruption of the arterial 
supply to the kidney results in anuria for 
hours, and lesser impairment of the circula- 
tion leads to glomerular dysfunction. The 
secretions and movements of the gastro-in- 
testinal tract are decreased; and for various 
tissues there are possibilities of damage, 
from very minimal, which is hard to esti- 
mate, to tissue death. 

Furthermore, we know that the solubility 
of a gas is diminished by the salts present 
in plasma and blood. With an impaired 
circulation, the salts and waste material pile 
up and the solubility is reduced, the mem- 
brane may change, and the rate of breathing 
is impaired as a result of position, anes- 
thesia, or alkalosis. 


Oxygen therapy should be based on a 
clinical evaluation of the patient, the type 
of anoxemia recognized, and appropriate 
measures instituted. If the patient has an 
anemia, oxygen therapy will aid, but the 
addition of a blood transfusion will furnish 
some hemoglobin and stimulate the hem- 
atopoietic system. The lowered tension’ of 
the oxygen can be remedied by the oxygen 
therapy. This we see every day when fliers 
at high altitudes use oxygen. In the stag- 
nant type the time volume of blood that 
is delivered to the tissues is increased by 
heart stimulation. In the histotoxic type 
the use of phlebotomy with transfusion and 
oxygen is the rational treatment. 


There are conditions in which one’s clin- 
ical ingenuity is taxed. In pulmonary 
edema, the alveolar spaces are filled with 
fluid; in consolidation of the lung, the 
spaces are also obliterated and the epithe- 
lium of the alveolar spaces may be modi- 
fied by gases. By increasing the tension of 
the oxygen a sufficient amount may get 
through the damaged epithelium or fluid to 
keep the patient alive. 


A very important fact to remember in 
oxygen therapy is that there is no store of 
oxygen anywhere in the body. If the body 
needs oxygen, the supply furnished must 
be continuous. Interrupted administration 
is useless. 


Where the respiratory rate does not per- 
mit of an interchange of the alveolar gases, 
the addition of 5 per cent CO, to increase 
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its tension and to build up a carbon dioxide 
reserve which will stimulate the respiratory 
center, and allow a proper exchange of 
gases, is very efficacious. 

In clinical work in surgery we are usually 
not dealing with definite types of anoxia. 
In surgery we are increasing the load on 
the systems of the human body, and the first 
evidence comes in an increased heart rate. 
This load we can decrease. To improve 
this situation we can change the oxygen con- 
tent of the inspired air. Rovenstine, Tay- 
lor, and Lemmer* have shown by chemical 
analysis of samples of air from the trachea 
and the bronchus that the percentage of 
oxygen can be definitely increased by the 
oropharyngeal insufflation of oxygen. Their 
findings are shown in Table I: 


TABLE I 


At height of inspiration 

No. of 

O: c.c. Maximum Average Minimum anal- 
Per Min. O. CO, O: CO: O2 CO. yses 
None 18.8% 1.8% ge 7 15.9% 1.6% 3 


2000-2500 

4000-4500 295 20 293 23 29.1 2.7 

6000-6500 59.1 15 573 16 544 1,7 
652 20 625 18 600 16 


8000-8500 
At height of expiration 


31.2% 5.7% 
56.6% 5.6% 55.1 58 53.6% 6.0% 
613 4.9 


1 
2 
8 
4 


4000-4500 
6000-6500 
8000-8500 


From these figures it is definitely shown 
that the oxygen concentration can be accom- 
plished by means of oropharyngeal insuffla- 
tion of oxygen. This means that oxygen 
can be used clinically anywhere, from the 
best equipped hospital to the farm house. 
It is no longer beyond reach of any practi- 
tioner of medicine, nor need it be limited to 
the postoperative convalescent. Our hos- 
pital is piped for oxygen and the oxygen 
stored in a separate building. Any and 
every patient who needs oxygen gets it. 
Every interne learns in a very short time 
to master the details. An analysis now un- 
derway by the department of anesthesia 
shows how oxygen may be wasted. If there 
is no drop in the pulse rate in three hours 
with the oxygen flowing at six liters per 
minute, it might as well be stopped and the 
oxygen saved. There are cases in which 
it is not necessary, but is used in a routine 
way instead of picking the individual case 
requiring the oxygen therapy. Table II 
gives a report on the oxygen therapy for 
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the last year compiled by the department come dilated and make pressure on the 
of anesthesia: heart. 





TABLE II 






Postoperative Treatment by Agents 
sHHe Ether N.O Spinals C.H, 


i ii al ale al 2343 531 476 278 189 
ee 2.86% 4.9% 10.7% 5.4% 10.5% 
Intravenous therapy ...........cceeee- 2.51 4.9 2.9 11.95 4.23 
I ihe ek ca an tee anne <uecis 1.24 0.94 1.05 2.16 8.46 
I et ae tel ae at, ol 26.82 36.4 42.2 68.7 60.8 
Morphine Combination ............... 0.26 0.72 
i ee iil 0.26 0.75 0.21 2.16 
So vos odie bs dined eewes 32.1 27.7 17.2 61.8 23.8 
ae egal 11.8 9.62 13.7 9.7 18.5 
Total cases with treatment............ 67.9 47.3 54.9 86.7 73.6 


































Oxygen raery by Risks 


Risk Oo. Per cent 
E 2 1.12% 
A 3 1.68 
B 57 31.9 
C 80 44.7 
D 32 17.9 
ID 5 2.7 


Oxygen Therapy by Services 
Totalcases Oxygen Therapy 


pO ae .. 4133 179 4.09% 
0 aa er 1354 9.97 
Gynecology ............ 772 0.39 
COURGIOEE ccc cccccvecs 760 0.79 
Genito-urinary ......... 363 4.13 
. ene 142 4.23 
Ear, Nose & Throat.... 237 1.69 
Se 34seusbaeeuaceaicn 117 0.85 


Oxygen Therapy by Operation 


ES OEE ETT EET E PEE  Er T Ae. Sa ics ass aint an ata iain nae l 
EE fice yckdas ec cck che ane abe weewns i as clerarnn bare one eMN 1 



























EE nines Ra oe bees ban eahaeeeeas see os ahead tae eine ee eues 1 
ek ins atin urbe haind cee ek eee eee De coe nepeneavueeaeeeemes 1 
I inci asdia beck haKucdnn heer 4 Open reduction fracture.................ss00e0. l 
eC RR EE SE PCN rr etre 2 Manipulation and cast.................eeeeeeeee 1 
I a ck bukandheed des ebNeed enn 14 Tonsillectomy and adenoidectomy............... l 
ER EE RT RA RE Se 1 Other eye operations...................eeeeeeee 1 
I CT eT a a Sympathectomy ......- sees eee ee eee eee e eens l 
Jntrapleural operation ...........ccsccccccccses 1 Me hernia ...... re eecerececcccorcorcoccrcrs : 
ee a ERAS tabilization, reconstruction joint............... 2 
Thyroidectomy 75 ED Sei cnastaskssneesuheseeyanes 1 

wie is aa a natal nn eh ta nt ta ot AO RT ee 
Thoracoplasty ee Pe rE eee Sree 19 Transurethral prostatectomy ................... g 
TE oe ee aia 5  Suprapubic prostatectomy ...........00eeeeeee: 1 
Laparotomy, others ........... ccsccecsecsceees a i(‘(“‘(*‘*é«C‘C RN Re 1 
es dees week oad bed Wad basa eee PE on 6 Croalein te eeenuncernksnh ae wath 1 
DT “55 cunts div phe wes sikh bek erie ek nwene nha ene DS SE ED ncdd over cnc ewswenwedweseseses ] 








(A film was shown depicting the technic Conclusions 
of oropharyngeal insufflation of oxygen.) 1 

A word to emphasize the proper placing ' 
of the catheter: By putting the catheter in 
the nostril or nasopharynx a concentration 
of only 30 per cent of oxygen can be ob- 
tained running the oxygen at a rate of six 


liters a minute. If it is properly placed in the 


Patients who present themselves for 
operation should be evaluated, but in spite 
of clinical and laboratory methods the re- 
serve mechanism of the body cannot be ac- 
curately measured; the final determination 
rests upon sound clinical judgment. 


oropharynx, a flow of six liters will give a 2. An operation and an anesthetic add 
concentration of 60 per cent or more. Put- the demands made on the body reserve. 
ting the catheter further down so that the 3. Certain of these factors have been 


esophagus is entered, the stomach will be- met, such as pain, dehydration, and acidosis. 
112 Jour. M.S.MSS. 
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4. Rapid heart rate is an early sign of 
increased heart load. 

5. Relief of the myocardial load has 
been only partially met, and treatment post- 
poned until weakness is shown. 

6. Oxygen therapy lessens the myocar- 
dial load and tends to prevent a breakdown. 

7. A technic is shown whereby oxygen 
can be used universally. 
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Mental health has been considered from two points of view.’ 
from a positive or direct point of view. There has been in recent years 
a tendency to emphasize mental health as a goal for all society; to con- 
sider mental hygiene a philosophy, a way to life; to state its objective 


DENVER, COLORADO 


I consider it fitting and proper to introduce the following remarks 
with a series of questions, namely: What is mental health? How may 
we secure it? In what way or ways do we lack it? What would we have 


First, 


as that of a wholesome, happy, well balanced human existence, with 


the hope of maximum adjustment. ca- 
pacity to any and all difficulties that may 
present themselves in a life course. This 
positive concept of mental health is being 
appreciated in an increasing manner. But 
with the positive, there is a negative phase. 
This is and has been the scientific approach 
to the various deviations from healthy and 
wholesome living. It is this phase which 
has led to a more thorough understanding 
of the healthy person. That this has been 
the method of scientific approach in physical 
medicine must appear obvious to you. One 
need only recount the chapters of progress 
in infection, nutrition and degeneration to 
understand the evolution of knowledge that 
has led to a better appreciation of growth, 
metabolism, and immunity. 


In its earlier days, mental hygiene had | 


to do with the more conspicuous and ob- 
vious deviations of behavior, namely, insan- 
ity. That this remains as part of the work 


*Read at the Annual Meeting of the Michigan State 


Medical Society, Detroit, Michigan, Wednesday, Septem- 
ber 21, 1938. 
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set out for mental hygienists is apparent. 
A statistical statement of the problem of 
mental disorders in our nation today reveals 
the need for further and more intensive 
study of cause, course and outcome of ab- 
normal behavior. 

Yet, there has been a tendency to asso- 
ciate mental hygiene with the consideration 
of the subnormal, the psychopathic, the de- 
linquent, the eccentric, to the exclusion of 
what has been termed the positive phase of 
the movement. Important as the negative 
phase is, it is apparent that it is not the only 
significant aspect. In other words positive 
mental health is considered as the real goal 


of mental hygiene. In his Salmon lectures, 
White stated :*° 


“The mental hygiene movement is essentially, as 
it exists today, a public health movement which has 
as its major objective the prevention of the dis- 
abilities and wastage of mental disease. It has 
as its goal what I think can best be defined as 
the good life, perhaps qualified by the additional 
words well lived. Its realm is what I would call 
the psycho-social level of development, and _ its 
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methods must be evolved from the basic facts that 
are contributed by the various sciences which make 
for the understanding of human behavior.” 


has made genuine and permanent progress 
and that the student of today is well pre 
pared for entrance to the medical school 
He finds organized adequate instruction in 
both the preclinical and clinical years. How- 


Scientists, physicians, educators and 
sociologists are becoming increasingly aware 
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Clinical Clerkships—work on wards and in Out- 
patient departments. Integrated teaching with other 
departments—Medicine, Surgery, Gynecology, etc. 


A 

| Special Psychiatric 
Syndromes— 

| Main Reaction Types 


A 
Bie Psychiatric conditions of signifi- 


cance to General Medicine and | 
| 
| 


4th year 
























3rd year 








the specialties—the psychoneu- 
roses, toxic states, etc. 


Piel ri \ tie 























| Medicine | Surgery Pediatrics | | Ob. and Gyn. | 
, ‘ciauaaad 
CLINICAL 
A 











Psychopathology— 
Forces and mechanisms re- 
lated to disintegration of 
personality. 


2nd year 











* a. ie 


Pathology | Bacteriology | Clin. Path. 


4 


Psychobiology— 
Dynamics of integration 
of personality 


e | = 


Biochemistry | | Physiology 














Pharmacology | 








Ist year 




























Anatomy 














PRECLINICAL 









of the need to understand and develop the 
positive phase of mental hygiene. 

In the following I shall try to point out 
the progress which has been made in 
psychiatric education. This shall help us to 
comprehend the means by which the student 
of medicine becomes prepared to understand 
both phases of mental hygiene. 

Time will not permit a thorough review 


ever, without depreciating these steps, it 
must be stated that the study of medicine 
has wandered somewhat from its primary 
and original purpose, namely, the study of 
man in health and disease. There has been 
a tendency to devote an undue amount of 
attention and effort to organ and system 
function to the neglect of the integrated 
unit of personality. That a correction of 










of the historical steps in the improvement 
of medical education. Suffice it to say, that, 
in the past three decades, medical education 
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this tendency is in process is evidenced by 
the adoption of standards for the teaching 
of psychiatry.* This has led, naturally, to 


Jour. M.S.M.S. 
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consideration of premedical preparation, in 
which it is hoped that the students of the 
future will be better grounded in the social 
sciences together with chemistry, physics, 
and biology ; and to the introduction of four- 
year psychiatric teaching programs in the 
medical schools. The purpose of the latter 
is to introduce the study of normal personal- 
ity through attention to the concept of 
psychobiology. This enables students to un- 
derstand themselves and to comprehend the 
variations of personality behavior which 
may be encompassed within the normal 
range. In the second year of medicine the 
student is taught the methodology of ex- 
amination as well as the concept of psycho- 
pathology, the study of the content and mo- 
tivation of abnormal behavior. In the clin- 
ical years he is taught to recognize, under- 
stand and treat the various personality de- 
viations which occur in children and adults. 
(A slide was shown demonstrating the four- 
year plan of psychiatric instruction.) 


This, then, has led the physician to recog- 
nize, understand and utilize the two phases 
or objectives of mental hygiene. 


To return to the direct, immediate or 
positive phase of mental hygiene, namely, 
the understanding of self, leads one to con- 
sider its nature and necessity. It is my 
belief, that the personality study which 
is done by the freshman student, together 
with the course in psychobiology, is of 
inestimable value in securing a more thor- 
ough understanding of self. Through such 
understanding one may gain a way of life 
that shall enable one to attain the optimum 
of mental health and personality develop- 
ment. In the study of man, in particular 
relation to maldevelopment, injury and dis- 
ease, which is our chosen field, it is more 
than necessary for us to understand our- 
selves. In this respect the aim of mental 
health may be defined as “the adjustment of 
individuals to themselves and the world at 
large with a maximum of effectiveness, sat- 
isfaction, cheerfulness and socially consid- 
erate behavior, and the ability to face and 
accept the reality.’”’ 


One can readily understand how the posi- 
tive phase of mental hygiene is preventive 
in nature. I believe sincerely that mental 
hygiene leading to better personal and inter- 
personal adjustment does and will prevent 
sonie degree of the personality disorders, 
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common to each of us and present in the 
neurotic and psychotic groups. 


Proceeding, then, to the second obliga- 
tion of the medical profession in relation to 
mental health, the recognition, interpreta- 
tion and treatment of the more manifest 
mental disturbances, we approach the prob- 
lem as it exists today. 


It will not be possible to discuss thorough- 
ly the mental health problems as they exist 
in the schools and colleges. Nor will it be 
within the scope of this paper to deal with 
problems of delinquency and crime. Suffice 
it to say that the general practitioner is 
often the “first man on the scene” when 
“Johnny” or “Mary” is brought to him for 
advice concerning impersonal, personal or 
interpersonal difficulties. We believe it is 
necessary for the physician to be able to 
understand, at least in part, the motivation 
of the antisocial or asocial child and to be 
able to recognize problems of sufficient se- 
verity to need expert aid. The work 
that has been done by physician-psychiatrist 
in the pre-school, grammar, secondary and 
college divisions of education has pointed 
out the need for a change in educational 
standards which will lead to a goal of hap- 
pier and more wholesome living. In this 
respect, the studies of Raphael® in the Uni- 
versity of Michigan should be mentioned. 
During the seven years the Mental Hygiene 
unit of the Student Health Service has op- 
erated in Ann Arbor, it has given attention 
to 4,769 students. Surely, this work is 
fundamental to any mental hygiene ap- 
proach. 


In a more pertinent vein, one proceeds 
to the problem of the personality disorders 
as they are seen by the general practitioner. 
One may ask what is the nature of the 
psychiatric problems most frequently en- 
countered in general practice? Is it neces- 
sary or desirable for the average physician 
to refer all of these problems to the specialist 
in mental disorders? What is a necessary 
minimum to enable the physician to recog- 
nize, understand and treat the various and 
sundry people who suffer from personality 
disturbances? 

In answer to the first question, the phy- 
sician encounters any and every type of 
personality deviation. However, there are 
some disturbances which occur more fre- 
quently than others and some of these, such 
as the anxiety syndromes, the depressions, 
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early schizophrenic reactions, the toxic or- 
ganic and the organic groups will be dis- 
cussed in some detail. 


It is neither necessary nor desirable for 
the physician to refer all cases to a special- 
ist. As has been stated previously, the pres- 
ent aim of psychiatric education is to pre- 
pare the physician to deal with most of these 
problems in a sympathetic and efficient man- 
ner. As to the necessary minimum of in- 
formation we believe that a planned study 
of the personality factors involved in psychi- 
atric disorders greatly enhances the likeli- 
hood of successful therapy, although we all 
know of highly gifted clinicians who deal 
more or less successfully with many of 
them without this aid. Everyone agrees 
that emotional, social, situational and kin- 
dred factors may cause complications in 
any somatic illness, but without some sym- 
pathetic knowledge it is difficult to deal ef- 
ficiently with the mass of facts accumulated 
by investigation. As an aid to the prac- 
titioner we recommend the outlines for in- 
vestigation of the past history, the family 
situation and heredity, the origin and de- 
velopment of the present illness, the under- 
lying personality of the patient and the 
specific symptoms and signs of the various 
reaction types which may be found in any 
of the standard textbooks of psychiatry. 


(With the aid of the lantern slides which 
followed, the significant findings of the his- 
torical data and examinations which should 
suggest various reaction types were shown. ) 


It should be clearly understood that out- 
lines such as these are, are far from being 
complete and are utilizable only in the sense 
of orientation in diagnosis. 


DATA WHICH WOULD SUGGEST BEHAVIOR 
DISORDERS IN CHILDREN 


(modified from Kanner*) 


I. In connection with Physical Illness. 
a. Mental Deficiency 

1. Hereditary and congenital—mongol- 
ianism, amaurotic family idiocy, syph- 
ilis. 

2. Acquired — encephalitis, meningitis, 
trauma, cretinism, convulsive disor- 
ders, etc. 

b. Transient disturbances during and follow- 
ing somatic illness. 
II. Part Dysfunctions. 
Constipation, enuresis, tic. 
III. Whole Dysfunctions. 
a. Unhealthy emotional 
anger, spite reaction). 


reactions (fear, 


. Thinking difficulties (day dreaming, lack 
of attention and concentration). 

. Acute social trends (disobedience, lying, 
stealing, truancy, cruelty). 

. Sexual disorders (masturbation, 
sexual and heterosexual activity). 

. Disorders of sleep (insomnia, hypersom- 
nia, inversion of sleep rhythm). 

. Faulty teething habits (capricious appe- 
tite, loss of appetite, etc.). 

. Habitual manipulation of body (chewing, 
sucking fingers, clothes, etc.). 

. Attack disorders (typical and atypical con- 
vulsive disorder). 5 

i. Major and minor psychosis (hysterical, 
anxious attacks, manic, schizophrenics). 


homo- 


DATA WHICH WOULD SUGGEST PSYCHO- 
PATHIC PERSONALITY 


Early evidences of poor emotional control: tem- 
per tantrums, moroseness, self assertion, unde- 
pendability, impulsiveness, egocentricity, queru- 
lousness. 

Long history of asocial or anti-social behavior 
with vagabondage, drug addiction, prostitution, 
crime, etc. 


DATA WHICH WOULD SUGGEST MENTAL 
DEFICIENCY 


Evidence of physical and intellectual retarda- 
tion, as in age of walking, talking, school rec- 
ord. 
Formal psychometric tests (Stanford-Binet). 
Hereditary and congenital feeblemindedness, 
mongolianism, amaurotic family idiocy, cretin- 
ism, syphilis. 
Developmental deficiency, meningitis, encephali- 
tis, trauma, etc. 

DATA 


WHICH WOULD SUGGEST PARANOID 


REACTION 


. Rigid, proud, sensitive and suspicious person- 
ality. 
Inability to adapt to reality or to sense the 
need for correction. 
Irresistible tendency to systematization by false 
interpretation. 
Projections in the form of jealousy, persecu- 
tions, interpretations, and the urge for vindica- 
tion. 


Anxiety Syndrome 


And now, in more detail, a consideration 
of those syndromes frequently encountered 
in general practice with some remarks as to 
therapy. 


DATA WHICH WOULD SUGGEST PSYCHONEU- 
ROTIC REACTION TYPE 


Excessive prolonged concern over essentially 
normal bodily functions. 

Anxiety states with fear of impending disaster 
and bodily expressions of headache, palpitation, 
tension, sweating, etc. 

Obsessive thoughts, ritualistic behavior and mo- 
tor tics which appear to be inescapable even 
with awareness of their essential uselessness and 
“foreignness” to the person. 

The cutting off of essentially normal functions 
and experiences from participation in life ac- 
tivity with loss of ability to return them to use. 
Hysterical paralyses, anesthesias, amnesias, 
dream states and fits. 


Jour. M.S.M.S. 
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First, in respect to the psychoneuroses, 
the most common type is that of anxiety. 
While the general practitioner does encoun- 
ter many personalities with hysterical and 
obsessive-compulsive symptomatology, it is 
the anxiety syndrome and its aromatic re- 
percussions that he meets most often. 


The anxiety syndrome’ was first described 
by Hecker in 1893 but did not receive gen- 
eral recognition in this country until after 
the war. It has been known by many mis- 
leading terms, including “disordered action 
of the heart,” irritable heart, neurocircula- 
tory asthenia, et cetera. 


The clinical picture varies in the num- 
ber, character and severity of the subjec- 
tive and objective symptoms. This is de- 
pendent upon the underlying personality 
matrix of the individual. It is important to 
understand that the person is basically anx- 
ious and that anxiety syndromes may be 
symptomatic of other mental disorders such 
as depressions, schizophrenia, and even or- 
ganic disturbances associated with paresis 
and trauma. The anxiety may be associated 
with some physical disease such as tuber- 
culosis, thyrotoxicosis, diabetes or pernic- 
ious anemia. It always occurs in an indi- 
vidual who is inclined to be tense and un- 
easy, with rather sudden transient attacks 
varying in duration from a few seconds to 
an hour and associated with palpitation, pre- 
cordial discomfort, perspiration, dyspnea, 
weakness, giddiness and even fainting. 
Although the symptoms mentioned obvious- 
ly suggest disease of the various systems, 
the physician can elicit the presence of the 
anxiety, 1.e., a fear of danger from within, 
a fear of illness or death, or only a feeling 
of uneasiness or impending danger. The 
patient may remark further that he has dif- 
ficulty in sleeping, anorexia, easy fatigue, or 
headache, often of the “band around the 
head” variety. The patient may be irrit- 
able, restless, losing weight, or worried 
without knowing what about or why. A 
subjective feeling of being cold and unable 
to warm up is frequent. Direct examination 
reveals usually a tense, restless, uneasy, ap- 
prehensive person with cold, clammy hands 
and feet, dry mouth and labile pulse and 
blood pressure which are normal when the 
patient is asleep. The heart tends to hyper- 
activity with an occasional premature con- 
traction; the colon may be tender to palpa- 
tion and the muscle and tendon reflexes fre- 
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quently are overactive. We have found the 
peaks of highest age incidence to be between 
the ages of twenty-one to twenty-five and 
thirty-six to forty years. 


As stated previously, the differential diag- 
nosis should entail consideration of the 
“symptomatic” anxiety states which may be 
associated with somatic illness (tuberculosis, 
hyperthyroidism, diabetes, anemia, etc.) ; 
those resulting from central nervous system 
involvement (arteriosclerosis, paresis, trau- 
ma) or those appearing as presenting com- 
plaints in the functional mental disorders 
(depressive and schizophrenic reactions). 


It should be emphasized that the diagnosis 
of a psychoneurotic reaction pattern is not 
done through exclusion. Oftentimes, we 
hear the remark that if a careful search for 
somatic findings is negative, one must come 
naturally to the diagnosis of a neurotic reac- 
tion. But the diagnosis of such a complex 
phenomenon entails positive as well as nega- 
tive facts. These positive facts are the data 
of the personality which informs us of the 
endowment, experience and capacity of the 
person. : 


In treating a patient with an anxiety syn- 
drome, having taken care to rule out any 
direct or indirect somatic factors which may 
be causal in nature, we approach the prob- 
lem of the anxiety syndrome itself. It is 
important to avoid the pitfalls of telling him 
that he should stop worrying, or that noth- 
ing is wrong, since he is unable to stop 
thinking about his trouble, and knows quite 
definitely that something is wrong. Neither 
is it profitable to say that the heart is in 
good condition and imply that it is not by 
giving advice regarding exercises or pre- 
scribing tonics. Pseudo-explanations such 
as saying that the precordial sensations are 
due to gas in the stomach pressing up the 
diaphragm and crowding the heart, are also 
to be avoided, for any suggested treatment 
which does not deal with the actual etiology 
of the disorder will cause the patient to 
wander about seeking help, or discourage 
him further and thereby increase his de- 
pression, hypochondriasis and invalidism. 
The physician must be prepared to spend 
sufficient time to be sure of the diagnosis 
and of the actual development of the illness 
in that particular patient. This demand dis- 
courages some physicians since they feel that 
this procedure is too time-consuming. If, 
however, one balances the hour and a half 
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required for a systematic examination, 
which will facilitate and shorten subsequent 
treatment interviews, against the many 
hours wasted in discouraging glandular and 
sedative medication, it will be seen that the 
long initial interview is entirely worthwhile. 
The anxiety and associated symptoms must 
be thought of as an expression of dysfunc- 
tion of the whole person, and treatment 
should be directed against those factors 
which are the cause. Complete and thor- 
ough physical, neurological, and the neces- 
sary laboratory examinations are done. 
Then attention is paid to the environmental 
factors. If it is necessary and possible to 
change occupational or home situations to 
relieve distress, this should be done. If the 
causal factors are rooted in the personality, 
the need for thorough study of the endow- 
ments and capacities of the person in rela- 
tion to the situation is obvious. The serial 
picture obtained by thorough acquaintance 
with the patient’s problems, assets, liabilities 
and goals suggest specific measures for that 
individual. The general types of these 
measures are known as a€ration or ventila- 
tion, suggestion, reassurance, desensitiza- 
tion and reéducation. 


Treatment 


We believe that a few useful sedative and 
hypnotic drugs should be discreetly used, to- 
gether with other adjuncts such as hydro- 
therapy (tubs, packs, sprays, etc.) and ex- 
ercise. We have found that these measures 
help in the establishment of rapport. Bar- 
bital, in 1 to 2 grain doses, given two to 
three times daily, is a useful drug. Spastic 
constipation may be relieved with tincture 
of belladonna, minimus 10-15 given 10 to 
20 minutes after meals. Hydrotherapy is 
extremely valuable for relaxation and im- 
proves muscle and skin tone and general, 
metabolism. Unfortunately, continuous 
tubs are not as available as they should be 
in the general hospitals as they are of par- 
ticular value in promoting rest and sedation. 
The patient is usually placed in a tub at 
neutral temperature (96-97° F.) for one to 
two hours or more daily. Shower baths 
employing warm and cold water at varying 
pressure and cold wet packs may be used. 

It is important to remember that psycho- 
therapy begins with the entrance of the pa- 
tient into the doctor’s office. The long ini- 
tial interview usually has a decidedly bene- 
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ficial therapeutic effect, because it instills 
confidence in the patient and points definitely 
to the prospect of relief. With adequate 
examination and explanation the majority 
of anxious patients will usually be able to 
see the real nature of their illness. 

In our experience we have found that if 
the physician will explain the relation of 
the symptoms to the underlying fears by 
giving common examples of visceral partici- 
pation in emotional states such as anger, 
fright or excitement, the patient will not 
concentrate his complaint upon the palpita- 
tion, precordial distress, dyspnea, weakness, 
etc. These symptoms become understand- 
able manifestations of emotions which are 
common to most people. They are not dis- 
regarded as “imaginary” and therefore not 
respectable. 

When explained in a rational manner as 
the natural physiological concomitants of 
an emotional state they lose their ominous 
significance as the possible forerunners of a 
dreaded “insanity.” The diarrhea, polyuria 
and tension during contests or examina- 
tions; the palpitations, perspiration and 
choking at sudden fright are common exam- 
ples. 

In view of the complexity of a patient’s 
personality and his experiences it will usual- 
ly be found that multiple factors are re- 
sponsible for his illness. If possible, causal 
or contributory situational factors must be 
altered. Frequently the patient must be 
taught to accept certain handicaps or limita- 
tions or to modify his attitude toward them 
so that they are not active sources of con- 
flict. The patient should be kept at his 
regular work if possible. It is always ad- 
vantageous to enlist the aid of the family, 
so that detrimental attitudes and barriers 
to treatment may be removed. If necessary, 
it is well to acquaint the employer with the 
nature of the patient’s illness so that the 
former may lend sympathetic assistance. 
Anxiety syndromes are treatable and the 
simple measures outlined above, when used 
with foresight, sympathy and persistence, 
bring about improvement and recovery in 
the great majority of cases. 


Depression 
DATA WHICH WOULD SUGGEST MANIC 
DEPRESSIVE REACTION 


> i e f ‘ ° 
Sustained alteration of mood, usually in well cir- 
cumscribed attacks. Depressive or -elated mood 
or variations such as anger, suspicion, fear, anxiety. 
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1. Overactivity (manic). Enterprise, non-restraint, 
extravagance, clash with environment, sexual in- 
discretion. 

a. Increase of psychomotor activity with 
restlessness, ceaseless activity, playfulness, 
facetiousness, inattention to sleep, food or 
care of body. 

b. Push of talk with flight of ideas, rhyming, 
punning, clang association, distractibility. 

c. Exaltation of mood with frequent periods 
of irritability. 


2. Retardation or monotony of behavior and talk 
(depression). Loss of initiative, interest and 
hope. Depression of mood with self-accusation, 
loss of feeling, difficulty in concentration, time 
felt as eternity. 

a. Biological components such as sleep dis- 
turbances (early morning awakening) loss 
of appetite, loss of weight, diurnal varia- 
tion in mood, constipation, loss of sexual 
desire and menstrual disorder. 

b. Modification of content, such as delusions 
of poverty, sin, illness, nihilistic somatic 
delusions, apprehension of impending pun- 
ishment or ruin. 


Billings’ has shown recently that 20 per 
cent of the cases seen by a Psychiatric Liai- 
son Department in a general hospital, pre- 
sent the fundamental disorder of mental de- 
pression. This is twice the incidence of 
depressions that are admitted to the psycho- 
pathic hospital in the same city (Colorado 
Psychopathic Hospital, Denver). 


The concept of depression encompasses a 
great variety of personality disorders.° They 
may include any change in mood from slight 
feelings of discouragement, sadness, futil- 
ity, “the blues,” to the major affective dis- 
orders which constitute separate and at 
times distinct clinical entities: depressions 
in reaction to situations such as death of a 
loved one, illness, personal defeats, financial 
loss, or long-continued stress and _ strain, 
psychoneurotic depressions, manic depres- 
sive psychoses, involutional melancholia, and 
endogenous depressions associated with 
arteriosclerosis. We are all acquainted with 
the manifestations of the slightly depressed 
mood. With increased depth of depression 
we become acquainted with a number of 
more severe signs and symptoms: decrease 
in activity, dejected facial expression, loss 
of spontaneity of speech and loss of interest. 
Ordinary movements are performed more 
slowly and with heightened effort. The pa- 
tient, in various ways, expresses that he is 
downhearted, miserable, different from 
others and unable to think or concentrate 
as he had before. Complaints of headaches, 
dullness, confusion as well as of constipa- 
tion, loss of taste and appetite, and insomnia 
are very common. In more severe cases the 


Frenruary, 1939 


MENTAL HEALTH—EBAUGH 


patient will complain of feeling unreal and 
of disorganized function of various organs. 
If concern with bodily function is associated 
with bizarre concepts which may be somatic 
hallucinations or delusions, care must be 
taken to exclude the possibility of a schiz- 
ophrenic reaction, as in some instances an 
initial depressive state may precede its de- 
velopment. 


The depression is differentiated from the 
toxic-organic and the organic groups by the 
absence of sensorial changes. That is, the 
patient is usually retarded or slowed, but 
there is no disturbance of orientation, mem- 
ory, retention, calculation or grasp of gen- 
eral information. At times the depth of the 
delusions interferes markedly with judg- 
ment, as when ideas of personal wrong- 
doing, unworthiness, etc., are prominent. 
Study of the complaint often reveals some 
degree of insight on the part of the patient. 
Paranoid trends may be present. Often the 
mood is one of “impure” depression, that is, 
mixed with feelings of perplexity, irritabil- 
ity and suspicion. Most common is the ad- 
mixture of apprehension with depression. 
Tension, depression and anxiety are fre- 
quent concomitants of somatic disease and 
should be treated by the practitioner with 
the same care that he devotes to the primary 
organic disease. 


Suicide is a constant danger and it is the 
obligation of every physician to watch for 
it and to employ preventive measures. The 
following danger signals may give the phy- 
sician hints of a potential suicidal attempt: 
definite tendency to self-condemnation; ex- 
pression of feelings of futility ; concern over 
the burden to family and friends; desire to 
make a will. When these facts are known 
the physician should employ special precau- 
tions such as having someone in constant 
attendance, removing all sharp instruments, 
medicine, drugs, and as far as _ possible 
ropes, cords, etc. Previous attempts are to 
be regarded always as serious indications. 
Usually it is necessary to arrange for hos- 
pitalization as an inexperienced personnel is 
totally inadequate to cope with the clever- 
ness of a determined suicide. It is to be 
remembered that many patients commit sui- 
cide during the convalescent period. 


The decision as to whether a given pa- 
tient be treated as a potential suicide is not 
only most difficult but of the greatest im- 
portance. Many depressed neurotic patients 
consider or even speak of suicide by way of 
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“escape,” without seriously contemplating 
it. Here the physician must assume some 
responsibility in minimizing suicide preven- 
tive measures, as their unnecessary use will 
. seriously handicap the patient’s recovery. 


Whether a patient is suffering from a 
“true” or symptomatic depression he should 
be placed in a neutral environment free 
from annoyances. Visits from relatives 
and friends should be reduced to a minimum 
as many times they tend to aggravate or 
provoke the patient. Only short, cheerful, 
reassuring visits should be allowed. 


While some of that which follows is de- 
voted to the care of the patient in the hospi- 
tal and thus beyond the usual scope of the 
general practitioner, it is valuable to be 
aware of the principle means of approach. 
In acute phases the physical surroundings 
should be as comfortable, quiet and non- 
stimulating as possible. Probing or investi- 
gative psychotherapy should be avoided. 
Very simple reassurance that mood disorders 
run their course and that the concomitant 
physical complaints are only a part of the 
emotional state is the foundation stone upon 
which the psychotherapy is built. As far as 
circumstances and the patient’s intelligence 
permit, he should be cautiously “reéducated”’ 
as to his mental state and the danger of re- 
currences thereby diminished. The physician 
should be cautious to avoid premature in- 
crease of privileges, transfer to a more 
stimulating environment or sudden with- 
drawal of sedation. The tactful physician 
will encourage spontaneous discussions with 
the patient, utilizing the patient’s initiative 
and interest as much as possible and avoid- 
ing painful or tabooed subjects until the de- 
pression clears up sufficiently to permit in- 
vestigation. Thus, the material covered in 
these short reassuring interviews should be 
noted by the physician in order that it may 
be employed in future reconstruction of the 
development of the illness. 


The question of when to hospitalize the 
depressed patient is a highly individual one. 
Many mixed depressions are being success- 
fully handled through office interviews all 
over the country. The physician must real- 
ize his responsibility, however, and insist 
upon hospitalization (1) when he detects 
a potential suicide, (2) when the patient’s 
environment mitigates against recovery, 
(3) when the patient is in danger of estab- 
lishing a narrow, stereotyped behavior pat- 
tern (rut-formation), and (4) when the 
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patient becomes a severe nursing problem 
requiring special attention to safeguard his 
health. 

It is obvious that the activities of a pa- 
tient in the hospital can naturally be better 
controlled than at home. In both places, 
however, it is necessary to avoid monotony, 
fatigue and too great expectations. Inas- 
much as the rhythm of a depression varies, 
the physician should constantly avoid ‘‘over- 
loading” the patient on those days in which 
he is apt to be discouraged. In our ex- 
perience, walks, handicraft projects, and 
superficial conversation are desirable for the 
more depressed periods. Card games, chess, 
dancing, athletic games and the indoor com- 
petitive games can be utilized for the less 
depressed periods. Rest periods should be 
provided but these should be allowed to in- 
crease without supervision, since rumina- 
tions are fostered by solitary inactivity. 


Close attention should be given to the 
physiologic functions of eating, digestion, 
elimination and sleep. It is necessary to 
keep weight charts and to maintain nutrition 
by urging the patient to eat or, if necessary, 
by employing spoon feeding. Tonics for 
the stimulation of the appetite may be em- 
ployed. Mild cathartics and‘ laxatives are 
preferable to enemas since the latter may 
encourage preoccupation. Depressed pa- 
tients often have an accompanying sleep 
difficulty usually of the early-morning wak- 
ing type. A warm sedative tub of from 1 
to 2 hours’ duration in the evening is often 
helpful in relieving this condition. If ten- 
sion phenomena accompany the depres- 
sion, small doses of barbital given at those 
times throughout the day when the tension 
and depression are at their height are a 
great aid. We have found barbital (grains 
1 to 2) given 2 to 4 times a day very 
useful. Larger doses may lead to dullness, 
headaches and other subjective symptoms 
which add to the patient’s confusion and 
feelings of inadequacy. Paraldehyde is an 
excellent drug for an immediate effect, but 
its taste and odor make it impractical for 
the treatment of mild depressions. We do 
not encourage the use of bromides since 
uncontrolled ingestion leads to toxicity, es- 
pecially in patients with systemic damage. 
It is often necessary to explain in detail to 
patients that the medicines being given them 
are not narcotics, and will not cause true 
addiction with the well known withdrawal 
symptoms. However, it is necessary to keep 
in mind that there is a very real “psychic 
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dependence” which is seen in those people 
with personality disorders, who are helped 
to escape disagreeable realities by the use 
of a drug. We need only to cite the ex- 
ample of the various forms of chronic 
alcohol addiction. The physician is respon- 
sible for the complications following the use 
of drugs prescribed by him. He should be 
able to recognize the toxic symptoms accom- 
panying prolonged usage or overdosage. 
The dosage should be reduced frequently in 
a consistent attempt to divorce the patient 
from his “crutch.” It is desirable that pa- 
tients who are in the hospital be independent 
of sedative medication before they are dis- 
charged. 

The preceding account has been all too 
brief and special therapeutic procedures 
were not considered, but if the practitioner 
will utilize the principles laid down, he will 
find that he will be able to handle these 
cases with more assurance and with greater 
success. 


Schizophrenia 


DATA WHICH WOULD SUGGEST 
SCHIZOPHRENIC REACTION 

a. Shut-in, seclusive personality with a tendency 
to live in phantasy. 

b. A development toward odd or impulsive be- 
havior, increasing preoccupation. 

c. Evidence of loss of the boundaries between self 
and the outside world, running together of day 
dreams and historical facts. 

d. Auditory, visual and somatic hallucinations 
Ideas of influence, reference and persecution; 
phantastic symbolization. 

e. Persistent bodily concern of a bizarre quality. 

f. Incongruity of affect and content, inadequate 
blending of preference and aversion, indifference. 

g. Indecision and puzzling; scattering and block- 
ing. 

h. Motility disturbances such as posturing, mim- 
icking, grimacing. 


Time will not permit a detailed discus- 
sion of the varying concepts of schizo- 
phrenia, its economic and social significance 
nor the attention attached to it by the claims 
of the recently introduced shock treatment. 
However, an outstanding fact is the revela- 
tion that most patients suffering from this 
illness are brought to hospitals at an aston- 
ishingly late stage. Although the illness is 
one with a relatively low incidence it has 
great chronicity, so’ that ultimately more 
hospital beds are occupied by schizophrenic 
patients than by patients suffering from any 
other mental illness. That this imposes a 
heavy financial burden on the community is 
obvious to all of us. 

It is significant that the average patient 
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is brought to the hospital relatively late 
in his illness. For example, in many in- 
stances when hospital treatment is begun, 
symptoms have been present for years. If 
for no other reason than that of recogni- 
tion, it behooves the general practitioner to 
know and understand some of the early 
presenting signs and symptoms. It is to be 
understood that the following symptoms as 
noted by Cameron’ are by no means exclu- 
sive to schizophrenia, nor in any way path- 
ognomonic of the disorder. They are com- 
plaints or symptoms which are found fre- 
quently in association with schizophrenia 
and may signal the onset of a more malig- 
nant disturbance. 


“In the younger age groups there are two fairly 
well divided trends. In one, there is a slow and 
gradual evolution of schizophrenia in a person who 
has from childhood been shy, retiring, odd, some- 
what aloof or one who has shown many behavior 
problems such as temper tantrums, long standing 
enuresis and emotional instability. In instances 
such as these there is a gradual accentuation of 
personality deviation. These patients are rarely 
recognized before the onset of frank delusional 
symptoms. 


In another manner of development of the younger 
age groups, the patient, who may have experienced 
some stress, reacts in an odd or dramatic way which 
may take the form of stupor, excitement, bizarre 
forms of exhibitionism, confusion, et cetera.”” 


In the older age groups, the onset is more 
insidious. There are a number of symptoms 
which require our special attention. You 
will remember that we enumerated a num- 
ber of symptoms which would suggest a 
schizophrenic reaction. The following are 
reiterated in an attempt to emphasize their 
frequency and importance. 


1. Withdrawal from reality, with con- 
siderable daydreaming, narrowing of inter- 
ests, active effort to gain solitude. 

2. Loss of capacity with difficulty in 
concentration, loss of ambition, occasional 
exhibition of poor judgment and decreased 
adjustment capacity. 

3. Emotional dulling with disinterest, 
callous behavior and inscrutability. 

4. Tendency to misinterpretation with 
early ideas of reference; belief that people 
are unfriendly, etc. 

5. Difficulty in thinking with symptoms 
of theft of thought, intrusion of thoughts, 
etc. 

6. Physical ailments, with hypochron- 
driacal preoccupation, sometimes leading to 
somatic hallucinations. 

7. Feeling of unreality with loss of iden- 
tity, change in self, etc. 
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The differential diagnosis of this illness 
presents a number of problems. The dif- 
ferentiation from the somatic disturbances, 
such as cranial neoplasms, epilepsy, post- 
encephalitic disorders, and the toxic states 
usually does not present any great difficulty. 
In the latter the involvement of the in- 
tellectual faculties without a primary dis- 
turbance of the affect stands out in contrast 
to the thinking and emotional disorders of 
the schizophrenic. The greatest difficulty 
will be had in the differentiation of certain 
types of manic depressive insanity and the 
obsessional types of the neuroses. How- 
ever, a thorough scrutiny of the pre-morbid 
personality as well as study of the develop- 
ment of the illness and the presenting signs 
and symptoms should enable the physician 
to recognize the fundamental personality 
disorder of the schizophrenic. 

The voluminous literature on the treat- 
ment of the schizophrenic is evidence of the 
numerous difficulties of this problem and of 
the uncertainty in its solution. We may 
safely say that we know of no specific cure. 
Recently, two modes of pharmacological 
shock treatment have been introduced, 
namely, insulin shock and metrazol convul- 
sion therapy. It is too early to comment 
with any degree of certainty or accuracy 
on the therapeutic efficacy of these methods. 
However, I do not believe that the solution 
to as complex a problem as schizophrenia 
is going to be purely physico-chemical. The 
complexity of the structure of personality, 
both healthy and sick, with its somatic, per- 
sonal and interpersonal factors, needs an 
analysis that must be pluralistic in scope and 
constantly aware of man as a functioning 
physiologic, psychologic and social unit. It 
is not within the scope of this paper to 
consider the many therapeutic attempts of 
the past. Suffice it to say, that early recog- 
nition should be within the ability of the 
general physician, that care be taken to 
avoid detailed probing investigation, that 
the asocial and anti-social trends of the pa- 
tient be understood and that special aid be 
requested as early as possible. 


Toxic—Organic 


DATA WHICH WOULD SUGGEST THE TOXIC 
ORGANIC REACTION TYPE 


(Delirious reactions, symptomatic psy- 
choses ) 
1. Primary disturbance in the level of awareness 


(consciousness). 
2. Secondary elaboration of fear, anxiety, delu- 
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sional and hallucinatory phenomena (usuaily 
visual). 

. Physical and laboratory evidence of cardio- 
vascular failure, anemia, avitaminosis, intoxica- 
tion by sedative drugs, alcohol, heavy metals: 
infection, and postoperative states. 


The general practitioner sees a goodly 
number of mental disorders complicating 
other diseases. These are sometimes called 
symptomatic psychoses, toxic organic reac- 
tions, the exogenous reaction types, mental 
symptoms in somatic ailments and the de- 
lirious reaction types. 

They are characterized by a disturbance 
of the level of consciousness or awareness 
which may vary from slight inattention to 
profound coma. The secondary _ super- 
structure of fear, with delusional and hallu- 
cinatory trends is colored individually by 
the personality of the patient. They are 
closely connected with somatic conditions in 
that they are dependent upon, or associated 
with, intoxications by drugs or poisons, nu- 
tritional disturbances, circulatory phenom- 
ena and metabolic disorders. These dis- 
turbances produce temporary brain changes 
which are in the nature of edema or the 
obscure concomitants of fever and acidosis. 
The occurrence of delirium should not be 
considered merely incidental to the principal 
disease picture. It is a complication that 
may, and in a great percentage does, inter- 
fere with the treatment of the presenting 
clinical problem. To say the least, it in- 
creases the suffering, prolongs the duration 
of the illness and may necessitate special 
hospitalization of the patient. It may even 
be a disorganizing factor of such magnitude 
as to produce chronic invalidism and incom- 
petency. A very large percentage of deliria 
either are preventable or can be ameliorated 
if recognized early. 

It will not be necessary to recount the 
characteristic signs and symptoms as they 
have been noted previously. 

Etiologically the deliria may be grouped 
as follows: (1) those due to exogenous 
poisons such as alcohol, opiates, bromides, 
marihuana, barbiturates, et cetera; (2) 
those due to chronic cachectic states; (3) 
those due to malnutrition, deficiency dis- 
eases and metabolic disorders; (4) those 
occurring as a part of an “organic reaction” 
such as in paresis or cerebral arterioscle- 
rosis. 


The general facts relative to a delirious 
reaction as elicited on indirect examination 
(history of the illness from all sources), 
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reveal that the onset of the condition usually 
is quite sudden and frequently makes its ap- 
pearance at night, or when the patient’s sur- 
roundings are changed. This onset is char- 
acterized by objective evidence that the pa- 
tient is misinterpreting sounds, conditions 
and occurrences in his environment, has 
dream-like fancies and hallucinations and is 
partially or completely disoriented. The 
hallucinations usually are vivid and most 
frequently involve vision and hearing, al- 
though the skin may also be involved. If 
these symptoms are not foremost, then the 
restlessness of the patient, his tendency to 
leave his bed and wander away and his re- 
action of annoyance, irritation or fright 
may signal the beginning of such a reac- 
tion. 

From the foregoing it can be seen that 
the treatment of the toxic psychoses re- 
quires knowledge of the whole domain of 
general medicine. Specific therapeutic meas- 
ures will be dictated by the type of infec- 
tion or poisoning which is the basis of the 
psychosis. It may be wise, however, to 
consider certain general principles, which 
are applicable in the majority of cases. 

(1) Careful eliminative procedures are 
fundamental. Among these are catharsis, 
gastric lavage, attention to the fluid balance 
of the body and urinary excretion. 

(2) An attempt to control infection 
should be made as well as to eliminate foci 
of infection. 

(3) The efficiency of the “support sys- 
tems’’ should be bettered. Cardiac stimu- 
lants and regulators should be utilized in 
case of actual or even threatened cardiac 
decompensation. 


(4) Dehydration and acidosis must be 
minimized and controlled. Routine dietetic 
and tonic treatment is required in the man- 
agement of the majority of the reactions in 
this group. Transfusions are indicated if 
the hemoglobin value is below 50 per cent. 
They are extremely valuable and may be 
life saving in hemorrhage, secondary ane- 
mia, infectious diseases, shock and certain 
poisonings (carbon monoxide, acetanilide). 

(5) If cerebral edema is present, spinal 
drainage and the cautious intravenous ad- 
ministration of hypertonic glucose or su- 
crose are indicated. 

(6) Sedation and its proper application 
with full appreciation of its dangers is im- 
portant. Sedatives are of value in that they 
enable the patient to rest but they should 
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never be given for the sake of convenience 
in nursing care. Hydrotherapy and/or 
chemical sedation may be employed. As 
stated previously, the most helpful of the 
hydrotherapeutic measures is the continuous 
or neutral tub. The temperature of the 
water should range from 97.6° (in case of 
fever) to 99° F. Care must be taken to 
keep the temperature in the tub room con- 
stant. The patient may be kept in a con- 
tinuous tub for one to twenty-four hours 
without difficulty. The time element is de- 
pendent upon the effect desired and the 
patient’s physical status. It is well known 
that the vegetative nervous system appa- 
ratus of the delirious patient usually is un- 
stable and therefore, shocks in the form of 
cold water must be avoided. For this rea- 
son as well as the need to avoid restraint, 
packs are usually contraindicated. 


Hypnotic drugs should not be given dur- 
ing the day but they are permissable at 
night. The choice of drug is dependent 
upon the type of delirium and the causal 
toxic agent. In general, a quickly acting, 
rapidly metabolized and eliminated drug, 
such as paraldehyde is indicated. We be- 
lieve that paraldehyde has the greatest mar- 
gin of safety, and is easily and rapidly elim- 
inated. The offensive taste and odor may 
be disguised by preparing it in iced lemon 
or grape juice for oral administration. It 
may be administered rectally in mineral oil. 
It is important to give the hypnotic in a 
large enough dose to cause sleep and should 
be administered before darkness, since the 
latter is prone to increase the patient’s dis- 
orientation and fear. The problem of seda- 
tion is a very important one, inasmuch as 
there is a tendency to use drugs indiscrimi- 
nately and promiscuously. If care will be 
taken to avoid overdosage and to recognize 
sensitivity, for example, to the barbiturates, 
a great many toxic reactions caused by 
chemical sedation may be avoided. 


(7) The nursing care is worthy of a 
great deal of careful consideration and re- 
quires understanding, ingenuity and _ skill. 
The patient must continually be reassured 
as to the intentions of the nurses and phy- 
sicians. Furthermore, the management of 
the environment with the elimination of dis- 
concerting shadows, sounds and movements, 
is necessary for the comfort and progress 
of the patient. He should be safeguarded 
from accident and suicide during the acute 
manifestations of the psychosis. 
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(8) It is valuable to note in detail the 
behavior and verbal production of the delir- 
ious patient as these may aid in the eventual 
analysis and reéducation of the personality. 
In this respect, the use of more specific 
psychotherapy should begin during the con- 
valescence. 

(9) Last, but certainly not least, a word 
for prevention. Although it is true that 
medical men usually are not called until the 
delirium is “full blown,” the surgeon often 
has it within his power to prevent and con- 
trol these reactions. One need only men- 
tion adequate preparation for the operative 
procedure, cautious use of basal and other 
anesthesia, judicious postoperative care 
avoiding oversedation, toxicity and dehydra- 
tion to be aware of the various preventive 
aspects of the problem. 


Organic Reaction Types 


DATA WHICH WOULD SUGGEST THE ORGANIC 
REACTION TYPE 
1. A long record of effective life performance, 
followed by a striking decline with character 
and personality change. i 
. Evidence of impairment of the sensorium (dis- 
turbances of memory, retention, judgment, etc.). 
. Neurological and serological evidence of in- 
volvement of the central nervous system. 


Proceeding, then, to the organic reaction 
types, we meet the various clinical syn- 
dromes with which most of you are fami- 
liar. In almost all of these conditions, a 
definite organic lesion is present, and this 
lesion, if recognized, gives the physician 
a tangible explanation for the accompanying 
personality changes. In general, the or- 
ganic reactions are characterized by chronic- 
ity of course. They are dependent upon 
focal or diffuse, more or less permanent 
and intrinsic changes in the central nervous 
system. Obviously, transition states may 


exist between the delirious and the organic. 


reactions types. Causally, the latter are 
associated with organic toxins, metabolic 
disturbances, syphilis, arteriosclerosis, ne- 
oplasm, trauma, senility, certain of the epi- 
lepsies, eclampsia and organic residuals of 
meningitis and encephalitis. While the clin- 
ical picture varies from case to case, and 
the etiology and duration of the diseases 
differ, the characteristic features of this 
type of disorder are as follows: 

(1) A definite organic change exists in 
the central nervous system. This may be 
in the nature of nutritional disturbance, 
neoplasm, inflammation or degeneration. 
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The motor and sensory reflexes are often 
disturbed, and these disturbances may lead 
to derangements of speech and equilibrium 
and to difficulty in writing and walking. 
Special laboratory and clinical procedures, 
such as the study of eye grounds, perimetry, 
spinal fluid, encephalography and ventricu- 
lography, are of value in the diagnosis of 
these conditions. 

(2) Personality changes are striking 
and are reflected both in the deterioration 
of ethical feelings and in the development 
of behavior patterns inconsistent with the 
individual’s former habits. For example, a 
respectable person may become vulgar and 
obscene, and a frugal, conservative indivi- 
dual, extravagant and grandiose. On the 
other hand, the symptoms may represent 
an accentuation of the normal constitutional 
makeup. Thus, paranoid forms of senile 
deterioration may develop in persons who 
have always been suspicious and distrustful, 
and paresis may have a depressed or manic 
coloring, somewhat in accord with the pa- 
tient’s previous reaction pattern. 

(3) The affect is characterized by emo- 
tional instability with marked fluctuations 
in the mood. Thus, the individual may ex- 
hibit almost mercurial changes from joy to 
sorrow and back again. 

(4) Mental changes are quite character- 
istic and result in a decline in the patient’s 
business and intellectual efficiency. Periods 
of confusion, fluctuations in the level of at- 
tention, with memory loss, disorientation, 
lack of comprehension, disturbance of judg- 
ment and even delirious states are common. 

(5) <A great number of these reactions 
are preventable. Particularly in relation- 
ship to the central nervous system forms of 
syphilitic invasion. 

(6) The prognosis varies and is depen- 
dent upon the causal factors, but, in general, 
is poor. 

Time will not permit a detailed account 
of the treatment of the organic psychoses, 
but it will suffice to say that therapy should 
consist of two approaches. The first or 
direct should be directed towards the causal 
agents, if possible. For example, the treat- 
ment of the syphilitic psychoses should con- 
sist of some form of hyperpyrexia, together 
with or followed by arsenical chemotherapy. 
The treatment of an organic psychosis due 
to a cranial neoplasm should be the removal, 
if possible, of the tumor. 

The second or indirect phase of treatment 
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is directed toward the alleviation of symp- 
toms. This usually consists of cautious seda- 
tion, hydrotherapy, reéducation, and, if 
necessary, hospitalization. 


Conclusion 


I am very happy to have had this oppor- 
tunity of welcoming the prospect of a closer 
union between psychiatry and general medi- 
cine. I feel that the mutual benefits of such 
a relationship will improve the standards 
of medical practice. 

I have stated that the obligations of the 
medical profession in relation to mental 
health are two in number. The first, direct, 
positive or preventive aspect is that of 
knowledge of self in an attempt to gain 
mental health for one’s self. The second. 
indirect or negative phase is that of the rec- 
ognition, interpretation and treatment of the 
various personality disorders that come to 
the attention of the general practitioner. 
A plea is made for the better understanding 
of attitudes and facts in mental illness so 
that the general practitioner can gain a 
more wholesome way of life for himself, as 
well as enabling him to care for the many 
personality problems that come to him for 
aid. We must keep in mind that the gen- 


eral practitioner is on vantage ground. It 
is he who is intimate with the family of the 
patient, who constantly observes the family 
situations, who knows the strong and weak 
components of the personality of the patient, 
and to whom the family turns first for help. 
For these reasons the general practitioner 
is in a position to make a genuine and last- 
ing contribution to the mental health of a 
community. 
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FEVER OF UNDETERMINED ETIOLOGY* 


DONALD S. SMITH, M.D. 
PONTIAC, MICHIGAN 


This study was undertaken as a result of observation of a number of cases followed 
over a long period of time in which all diagnostic studies failed to give us a positive 


diagnosis. 
physicians and patients. 


The problem of long lasting unexplained fever is of great importance to 
All internists must frequently be faced with it. 


In many in- 


stances the height of the fever and other changes such as leukocytosis make it apparent 
that there is an organic cause for the fever and the problem is to identify the cause. In 
other instances the fever is of low grade, it persists for months and sometimes for years 


without organic cause becoming evident and 
it is associated with various symptoms and 
findings suggestive of psychoneurosis so 
that even the possibility of a psychogenic 
origin of the fever has been considered. 

The possibility of fever being of psycho- 
genic origin has been advanced by numerous 
authors, while others believe that a type of 
so-called “habitual hyperthermia” exists. In 
1912 Moro? first spoke of a group of cases 
where fever was present after exertion. 


*From the Department of Internal Medicine, University 
of Michigan Medical School, Dr. C. C. Sturgis, Director. 
Read before the medical section of the Michigan State 
Medical Society, Detroit, September, 1938. 
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Dresel* states that we have to presuppose 
that the behavior of temperature is just as 
variable from person to person as blood sug- 
ar, blood pressure and other physiological 
constants. He believes that one is dealing 
with sympathetic and parasympathetic vari- 
ability which is possibly from a central ori- 
gin. Egger® noticed vasomotor neurosis 
with small elevations in a psychopathic indi- 
vidual. Briinecke*® believes that a habitual 
fever exists but is so rare that a given in- 
dividual will rarely see it if all diagnostic 
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criteria are exhausted. In cases of this 
type he believes that other stigmata of con- 
stitutional inferiority are present as derma- 
tographia, excessive sweating, and psychic 
symptoms suggesting neuroses. Jahn’ be- 
lieved there were two principle theories of 
psychogenic fever, namely, vasomotor proc- 
esses and direct influence on heat cen- 
ters of the brain. He found this sub- 
febrile state to be most prevalent in wom- 
en and the prognosis was very good in 
the cases observed. Cawadias* also observed 
cases of this type and believed a definite 
syndrome existed with low grade fever, 
emotional instability, and vasomotor dis- 
turbances. He also believed that this condi- 
tion was not one of infection and more espe- 
cially not tuberculosis. 


In 1930 Alt and Barker’ presented a large 
series of this type of cases in which they 
found 23 per cent developed organic disease 
with approximately 6 per cent each of 
tuberculosis and rheumatic heart disease. 
Kintner and Rowntree® in 1934 observed a 
group of cases which they believed fell in 
a group of neurogenic or psychogenic 
fevers. They believed that it might be a 
disease ‘‘sui generis’ which has not yet been 
investigated thoroughly enough. Proger 
and Falcon-Lesses® previous to this had 
presented one patient on whom they had 
made careful observation demonstrating the 
existence of a fever which they believed 
to be related to psychic upsets. Reimann” 
in 1932 presented a case of persistent fever 
of nineteen years’ duration for which no 
organic disease was discovered as the cause. 


We have reviewed the cases discharged 
from the University Hospital during the 
past ten years in whom the final diagnosis 
was fever of unexplained etiology. We 
have also reviewed the cases in whom the 
major diagnosis was psychoneurosis but 
who were known to have had fever of long 
duration. The size of the series would have 
been greatly increased if we had also in- 
cluded those who had low grade fever while 
under observation, the occurrence of which 
had not been previously known. Such cases 
are frequent and they seem clinically quite 
similar to those studied. For this study 
we excluded cases with fever of less than 
one month’s duration, those whose fever 
subsided during observation although not 
diagnosed, postoperative cases with fever, 
and children under fourteen years of age. 
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After these restrictions were made there 
remained seventy-five cases. Of these we 
were able to obtain satisfactory follow-up 
information in fifty-one cases, some by re- 
examination, some by information from the 
local physician, and some by questionnaire. 


Analysis of Material 


In our series of fifty-one cases with fol- 
low-up information we found seven cases 
with definite septic type of fever and two 
cases with high fever who were later found 
to have had neoplasms. In these nine pa- 
tients, the duration of the fever before ad- 
mission ranged from two to eighteen 
months, averaging 8.8 months. The height 
of the fever was from 101° to 106° F. 
There were abnormal blood findings in all 
these cases, five having a leukocytosis, six 
having elevated sedimentation rate, and six 
having secondary anemias. The average 
duration of fever after discharge was four 
to twelve months, averaging 7.8 months. 
Eight patients in this group had definite 
localized pain which could not be adequately 
explained. Four complained of joint pains 
and a similar number had chills and fever. 


Of these patients six are dead and three 
still living. Two developed neoplasms, two 
liver abscess, subphrenic abscess in one, em- 
pyema of the gall bladder in one, septicemia 
one, embolic nephritis one, chronic pneumo- 
nitis one. Of the two neoplastic deaths, 
one was a primary renal neoplasm and the 
other neoplastic involvement of the hip. In 
every case in this group, there was adequate 
evidence at the time of the original exam- 
ination to suggest a diagnosis of either ne- 
oplasm or sepsis, but the location and type 
could not be determined. 


A second group of patients, four in num- 
ber, later developed symptoms of arthritis. 


' The fever had been present for an average 


of twenty-seven months before admission. 
The fever ranged up to 101. There was a 
mild secondary anemia present in two cases. 
The fever persisted for three to thirty 
months, averaging fifteen months after dis- 
charge. Two of these patients developed 
migratory arthritis and two rheumatoid 
arthritis. Our follow-up in these patients 
averaged forty months. The original 
symptoms are of interest since only one pa- 
tient had joint symptoms. Nervousness 
and ease of fatigue were present in three. 


There were three patients in this series 
Jour. M.S.M.S. 
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who presented more severe complaints of a 
nervous nature such as gagging, marked ease 
of fatigue to the extent of incapacitating 
the patient and so-called “nervous break- 
down” symptoms. The fever had been 
present from one month to ten years before 
admission in these cases. The height of the 
fever ranged from 99.8° to 100.4° F. An 
elevated sedimentation rate was found in 
one case. The fever persisted after dis- 
charge for six months to two years. The 
final diagnoses were schizophrenia in two 
cases, and one suicide. 





There is a rather large group of patients 
with unexplained fever over one month 
duration which may be attributed to infec- 
tion, acute or subacute. In this series there 
were thirteen such cases. The fever was 
noted for intervals ranging from one to 
thirty-six months, averaging seven months. 
The height of fever was from 101° to 103° 
F. In seven cases the blood was abnormal, 
five showing leukocytosis, four secondary 
anemia, and in seven an elevated sedimenta- 
tion rate. The fever persisted after dis- 
charge an average of 5.5 months. The 
symptoms were variable, many of them 
directly attributable to low grade infection. 
There were pains in the abdomen in five, 
chills and fever in three, nervousness or 
weakness in six, and pain in the chest in 
two. Chest radiographs gave negative find- 
ings in all cases. In only three was a diag- 
nosis definitely established, one having a 
kidney stone removed later, one having bru- 
cellosis and one having a chronic appendix. 
The renal stone and chronic appendix did 
not adequately explain their symptoms at 
the time of our observation. The average 
length of follow-up in these cases was two 
and one-half years. At the end of this pe- 
riod all these cases were well. We were 
forced to conclude in these patients there- 
fore, that there was evidence of infection 
at the time of our observation and that it 
subsided spontaneously in all of them with 
the exception of the operated cases. 


By far the largest group of cases was 
those running a low grade fever over longer 
periods of time. In this series there were 
twenty-two cases of this type. The fever 
had been present three months to thirteen 
years, averaging 3.8 years before admission. 
The temperature had never gone over 100° 
F. The blood findings were normal in every 
case. The fever persisted from two months 
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to ten years after discharge, averaging 
three years. Our follow-up information 
averaged 3.8 years in these cases. The 
symptoms found in these patients were 
chiefly neurasthenic in type, ten having ease 
of fatigue, seven chest pain, six weakness, 
five having effort syndrome symptoms, and 
four complaining of emotional upset and a 
like number of the fever itself. Three of 
these patients complained of difficulty in 
swallowing, suggestive of globus hystericus. 
Chest radiographs and all other studies by 
various departments were entirely negative. 
All these patients were well at the time of 
completion of this study. No disease was 
discovered in this group of patients at the 
time of our original examination nor has 
any developed in the period of our follow- 
up. 


Presentation of Cases 


_ It would appear worthwhile to analyze 
in detail a case or two from the last group. 


A young woman, aged seventeen, was admitted 
to the University Hospital complaining of continu- 
ous fever and weakness of one year’s duration. She 
had noted ease of fatigue and low grade fever, 
99.8° and 99.4° on many occasions. There had been 
a weight gain of ten pounds. Complete examination 
was negative including chest radiograph. Intra- 
dermal tuberculin and brucellin skin tests were neg- 
ative. The erythrocyte sedimentation rate was 0.29 
millimeters per minute which is well within normal 


limits. The blood examination revealed no abnor- 
malities. The urine examination was entirely neg- 
ative. One year later this patient still had temper- 


ature elevation to 99.4° F. and had developed no 
organic disease. 


A. second patient, a woman, aged twenty-seven, 
was observed at the University Health service from 
1930 to 1934 for unexplained fever. During this 
time her temperature ranged up to 100°. All 
studies at that time were negative including chest 
x-rays on multiple occasions. Ten months previous 
to our examination she had been studied at the 
Massachusetts General Hospital for fever of 2 
months duration. She came to the University Hos- 
pital in 1935 complaining of ease of fatigue and 
cough. The exacerbation of symptoms had begun 
2 months previously with an upper respiratory in- 
fection and since then had continued to run a 
low grade fever. Our studies showed negative 
chest x-ray, negative agglutination series, and neg- 
ative physical and blood examinations. The sedi- 
mentation rate was well within normal limits. The 
fever had apparently been present at all times from 
1930 to 1935 while the patient was in perfect health. 
We were forced to conclude that there was no 
organic basis for the fever in this case. 


A third patient, a woman aged thirty-eight, was 
first seen in the University Hospital in 1931 com- 
plaining of “indigestion.” A temperature elevation 
of 99.4° was noted then. All studies were nega- 
tive; the final diagnosis was psychoneurosis. In 1932 
she was observed at the Mayo clinic where the tem- 
perature was 99.4° and all studies were negative; 
they concluded that there was no disease present. 
In 1933 she was studied at Crile Clinic where the 
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temperature was recorded at 99.8° and again no 
diagnosis was made. In 1936 she again entered the 
University Hospital complaining of excessive sweat- 
ing and ease of fatigue. She had been confined to 
bed since 1933. All of our studies were negative 
with the exception of the sedimentation rate, which 
varied from 0.52 to 1.13 millimeters per minute, 
definitely elevated. The temperature at this time 
varied from 99° up to 100°. We concluded that 
this patient might temporarily have a low grade 
infection which was subsiding at the time of our 
observation as evidenced by the sedimentation rate, 
but that the chief diagnosis was psychoneurosis. In 
1938 this patient developed definite ideas of persecu- 
tion and other manifestations of schizophrenia. 


Discussion 


In the first group of cases it would seem 
obvious that these patients had, for the most 
part, infection, type and location not deter- 
mined at the time of our observation. The 
presence of fever over 101° in all cases, 
leukocytosis or secondary anemia in the 
majority of them, and an elevated sedimen- 
tation rate was found. These cases are 
apparently the type that defy diagnosis by 
the methods at our disposal at present, yet 
the diagnosis of sepsis would seem to be in 
order. 


In the second group of four cases, we 
find a period of one year elapsing before a 
diagnosis of arthritis was made. The prob- 
ability is suggested that the rheuamtic state 
was the cause of the fever from the begin- 
ning. It is well known that rheumatic 
heart disease occurs in many people who 
have never had arthritis. Four of Alt and 
Barker’s’ cases of unexplained fever were 
subsequently found to have definite valvular 
heart lesions and two others developed pre- 
sumptive evidence of rheumatic infection. 
Also many cases of clinical rheumatic fever 
recover and never develop evidence of a 
valve lesion. However, it seems certain 
that some of the cases of undiagnosed fever 
that never develop arthritis or a valve lesion 
have rheumatic infection. 
must remain a matter of speculation until 
the etiology of rheumatic infection is posi- 
tively determined and laboratory diagnosis 
in the active stage becomes possible. 

There is a rather large group of cases 
in whom the infection subsides in a short 
time and yet no diagnosis can be established. 
Part of these cases undoubtedly fall into the 
rheumatic group. All studies such as in- 
vestigations regarding foci of infections, 
x-rays where indicated, blood and stool cul- 
tures were carried out on these patients and 
yet no diagnosis could be reached. We did 
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not have the brucellin skin test performed 
on many of them but the agglutination 
series were done. It is known that negative 
agglutination tests for undulant fever do 
not rule out that condition but that the 
phagocytic index together with the brucellin 
skin test are of definite diagnostic value. It 
is unfortunate that in the majority of our 
cases the phagocytic index and skin test 
were not done. It is possible that a few of 
these patients may have been subclinical 
cases of brucellosis but we were unable to 
prove this diagnosis. The same is true of 
the tuberculin test; while chest x-rays were 
taken on all our cases, the tuberculin skin 
test was not performed. It is felt that a 
negative tuberculin test would definitely be 
of value. 

The erythrocyte sedimentation rate has 
been found to be a rather accurate index of 
tissue destruction either in neoplasm or in- 
fection. It is very unusual to see a normal 
sedimentation rate in a chronic infection. 
In the group of cases with infection, the 
sedimentation rate was elevated in all cases 
in which it was done. It is our feeling 
that the sedimentation rate is the best index 
of the presence or absence of infection. 

In twenty-two cases there was no objec- 
tive evidence of pathology at the time of 
observation and none has subsequently de- 
veloped over periods varying from one to 
ten years. In this group every apparently 
indicated study was carried out with the 
exception of the brucellin skin test and the 
sedimentation rate, which was not done in 
some, chiefly in the earlier cases. Radio- 
graphs of the chest were made in all cases on 
one Or more occasions. Where there were 
any gastro-intestinal complaints a_radio- 
graph was taken and stool examination and 
culture were carried out. Most of the pa- 
tients in this group were seen by a psychia- 
trist, who diagnosed psychoneurosis in the 
majority of them. It is of interest that, in 
cases where the temperature was taken in 
the follow-up period, fever continued in 
all except one case. In this case the com- 
paratively short period of fever before and 
after observation, five months and two 
months respectively, suggests the probabil- 
ity of an organic cause, of which the sedi- 
mentation rate might have given evidence. 
The duration of fever before our observa- 
tion (average 3.8 years) and its length in 
the follow-up (average three years) would 
seem to be sufficient time for any organic 


Jour. M.S.M.S. 


~~ Th —_> - TH we wee Ce UUUMLCUCULTL 





‘vy ~~ —_ ‘ey To Vy — mre ee Cr -_ ‘y 


SULFANILAMIDE—ENGELFRIED 


cause to become evident or for fever due to 
most such cases, to subside. We are inclined 
to agree with those who believe that fever 
can be of psychogenic origin and to classify 
these patients under this diagnosis. _, 

Although such a classification of these 
cases seems in retrospect quite justifiable, 
the problem of the individual case with low 
grade fever which is not known to be of 
very long duration is quite different. It is 
probably an unusual coincidence that, in this 
series, almost all of the cases that were ulti- 
mately considered to have an organic cause 
for fever had evidence of such a cause in 
a temperature of 101° or higher, leukocyto- 
sis, Or increased sedimentation rate. It 
would seem, however, that a patient with 
fever who does not have these findings and 
in whom thorough diagnostic studies have 
been negative can be given considerable as- 
surance. In such a case, periodic reéxami- 
nations and appropriate symptomatic treat- 
ment is indicated but it is unlikely that 
serious organic pathologic changes will be- 
come apparent. 


Conclusions 


1. Fever of unexplained origin resolves 
into four classes of patients: 
(1) Those with infection, type and lo- 
cation not determined. 
(2) Those with neoplasms, origin not 
apparent. 
(3) Those with rheumatic infections. 


(4) Those whose fever may possibly be 

psychogenic in origin. 

2. The recognition of psychogenic fever 
is exceedingly difficult and such a diagnosis 
should be considered only after a prolonged 
and thorough period of observation. 


3. In our opinion the sedimentation rate 
is a valuable diagnostic procedure in dif- 
ferentiating infection fevers from question- 
able psychogenic ones. 


4. If a patient has absence of all or- 
ganic findings and a normal sedimenation 
rate it is thought inadvisable to make a 
chronic invalid of the patient or to remove 
non-diseased organs such as appendix, ton- 
sils, and gallbladder. 


The author wishes to express his sincere apprecia- 
tion to Dr. Henry Field, Jr., for the many helpful 
suggestions and careful guidance in preparation of 
this paper. * 
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FURTHER OBSERVATIONS ON THE DISTRIBUTION AND 
CONCENTRATION OF SULFANILAMIDE IN THE 
TISSUES OF THE BODY AFTER ENTERAL 
AND PARENTERAL ADMINISTRATION* 


JOHN J. ENGELFRIED, D.P.H. 
ANN ARBOR, MICHIGAN 


In a previous paper’ results on the absorption, distribution and excretion of free sul- 
fanilamide in normal rabbits have been reported. A further study in the variation of 
the free and conjugated sulfanilamide content of various tissues and fluids of man and 


other animals showed very similar values. 


Very satisfactory results have been obtained 


with the method recommended by Marshall and his co-workers’ for the quantitative de- 


termination of this drug. 


The rate of absorption of sulfanilamide into the blood varies with the individual ani- 


mal from day to day.* There is a marked 
variation in the ability of different animals 
to conjugate this drug, which can be easily 


*From the Department of Pediatrics and Infectious Dis- 
€ases, University of Michigan. Read before the Michigan 
Academy of Science, March 18, 1938. 
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illustrated by the following example: Two 
adult female rabbits were injected intra- 
peritoneally with 150 milligrams of sulfan- 
ilamide per pound of body weight. Rabbit 
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TABLE I. DISTRIBUTION OF SULFANILAMIDE IN THE TISSUES OF NORMAL RABBITS 


| Rabbit 37* Rabbit 39* 


TISSUES, Et cetera Free Conjugated Free Conjugated 
Sulfanilamide Sulfanilamide Sulfanilamide Sulfanilamide 


Blood 7.7 mg. % 15.2 mg. % 11.9 mg. % 7.1 mg. % 
Heart 5.9 5.7 6.4 2.6 
Lung 6.1 1.5 8.2 4.7 
Liver 1.4 12.7 1.6 7.1 
Gall Bladder 3.0 12.4 6.1 6.6 
Spleen 5.3 5.9 7.7 3.8 
Kidney 9.0 7.6 9.0 5.1 
G. I. Muscle 3.3 3.7 74 0.5 
G. I. Contents 3.5 3.0 9.5 2.4 
C.N.S. 4.9 0 
Uterus i 15.9 6.0 
Muscle, Etc. ¥ 6.0 6.8 
Skin and Hair . 7.0 2.3 
Body Fluid \ 12.7 a3 
Urine 121.2 78.8 
Stool 11.4 4.2 











































































































*Killed four hours after the intraperitoneal administration of 150 milligrams of sulfanilamide per pound of body weight. 





CHART I. SULFANILAMIDE ABSORPTION IN rabbit was not more than 10 per cent of the 
NORMAL RABBITS total (Chart 1). 

An analysis of the tissues** of eleven rab- 
bits showed a variation in their sulfanila- 
mide concentration (Table I). The concen- 
tration of free sulfanilamide is much lower 
in the liver than in the other tissues; but the 
percentage of the conjugated drug in this or- 
gan is exceedingly high, indicating the pos- 
sibility of this organ playing a very impor- 
tant role in its conjugation. The percentage 
of sulfanilamide recovered from these two 
rabbits was 81.2 per cent (rabbit 37) and 
78.0 per cent (rabbit 39). The exact 
quantity administered was determined by 
subtracting the amount remaining in the 
syringe after injection and that remaining 
ee in the flask from the total determined 

Dotted Line—Free sulfanilamide. amount. As a final precaution in account- 


Mg. per 100 cc. 
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**The rabbits and guinea pigs used in this study were 
: h : anesthetized, and bled from the heart. The organs were 
38 was able to conjugate the drug quite removed, thoroughly washed in physiological saline solution 


: ° . and weighed. The larger organs and tissues were ground 
rapidly and the concentration in the blood in a clean meat grinder, to insure a uniform mixture. 


7 : : n Small portions of this ground tissue were extracted at room 

of —. eapiete es vila: crag eon temperature —_ 96 per x ° ~ a, = avaes 
° were extracted three times, first for forty-eight hours an¢ 

50 per cent of the total su ne —e e; Ware filtered through No. 42 Whatman’s filter paper; this resi- 
rabbit 39 was unable to conjugate it very due being reéxtracted for twelve hours and filtered, and 
6 ° finally reéxtracted for three hours; the three filtrates be- 
rapidly. During the first four hours the _ ing combined and a portion analyzed. The smaller organs, 


: : : : : those weighing less than ten grams, were cut into small 
conjugated sulfanilamide In the blood of this pieces wn cdveanea with the Boer technic. 
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TABLE II. DISTRIBUTION OF SULFANILAMIDE IN THE TISSUES OF NORMAL 
GUINEA PIGS 
Guinea Pig 44* Guinea Pig 45* 


TISSUES, Et cetera Free Conjugated Free Conjugated 
Sulfanilamide Sulfanilamide Sulfanilamide Sulfanilamide 
















































“Blood 7.1 mg. % 9.9 mg. % 3.7 mg. % 6.3 mg. % 
“Heart 5.2 11 1.6 5.6 

2.9 1.0 4.0 
Liver 4.3 3.8 a3 3.1 
Spleen 6.1 8.1 1.5 55 
Kidney 5.6 8.3 1.3 3.2 
G. I. Muscle 5.2 5.6 2.6 40 
G. I. Contents i2.9 4.7 6.1 10.4 
C.N.S. 3.6 1.5 1.7 0.6 
Muscle, etc. 5.3 a5 2.0 3.9 
Skin and Hair 3.9 4.5 1.7 3.0 
Urine 102.6 114.8 74.5 141.4 
Stool 8.6 4.0 
2.7 4.3 



















Lungs 28 


















































































































Embryo 














*Killed four hours after the intraperitoneal administration of 150 milligrams of sulfanilamide per pound of body weight. 


TABLE III. DISTRIBUTION OF SULFANILAMIDE 













































































ing for the total sulfanilamide recovered, IN THE TISSUES OF MAN* 
the washings from the instruments, the Pt. O.B. Age: 21 
containers and the paper used beneath these a mA i 
containers were saved and analyzed for any _ = 7 3e 
possible sulfanilamide. ss gs 3.8 Bo 3 
The analysis of tissues of normal guinea 2s rs is a8 
pigs gave very similar results (Table IT). n © 7 7 Os 
However, the percentage of conjugated sul- —_ eo 
fanilamide in the liver of the guinea pig is mg. Yo mg. % mg. Yo 
much less than in the rabbit. Blood 11.77 8.88 2.89 
The percentage of sulfanilamide recov- Heart 9.37 7.36 2.01 
ered from these two animals was greater [ngs 648 540 1.08 
than that recovered from the rabbits (88.5 — 
per cent and 96.4 per cent). The analysis — i — 2° 
of the tissues of one autopsied woman indi- Spleen 9.56 6.88 2.68 
cates that this drug is distributed in high Pancreas 6.29 441 1.88 
concentrations through the various tissues Kidney 9.90 5.29 461 
of man (Table II1). The total amount of er - 7 
sulfanilamide administered to this patient 22°" pe = 
was not known; she had received some sul- _,_*Autopsy, fourteen hours after death. Diagnosis: Scar. 
+ ge streptococcus laryngo-tracheo-bronchitis, cervical 





TABLE IV. EXCRETION OF SULFANILAMIDE IN NORMAL RABBITS 
















































Urine Stool 
Percentage of 
Total Free Total Free sulfanilamide 
Sulfanilamide Sulfanilamide Sulfanilamide Sulfanilamide in stool 
Rabbit 37 354.7 mg. 85.7 mg. 3.4 mg. 0.9 mg. 0.9% 
Rabbit 38 492.0 94.0 1.6 0.0 0.3% 
Rabbit 39 681.9 420.3 0.16 0.11 0.1% 
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TABLE V. EXCRETION OF SULFANILAMIDE IN THE URINE OF MAN FIVE DAYS AFTER 
ADMINISTERING EIGHTY GRAMS OF THE DRUG DURING AN ELEVEN DAY PERIOD 





Time after 


drug Total Free 
Sulfanilamide 


discontinued Sultanilamide 


% Free 


Conjugated 
Sulfanilamide 


Sulfanilamide 








0-12 hours 








12-24 hours 740 mg. 


405 mg. 


335 mg. 54.6% 





24-36 hours 814 378 


436 46.5 





36-48 hours 188 74 


114 39.7 





48-60 hours 248 


165 33.5 











65 27.5 











72-84 hours 57 


41 28.1 








83 

60-72 hours 89 24 
16 

5 


84-96 hours 14 


9 35.8 





96-108 hours Trace 


Trace 











108-120 hours Trace 








Trace 








Patient—-J. T., male, aged forty-five years. Diagnosis: 


fanilamide before entering the hospital. The 
concentration of the conjugated drug in 
the cerebrum was very low. 


Sulfanilamide is excreted in the urine. 
A very small percentage may be excreted 
in the evacuated stools* (Table IV). When 
the drug was administered intraperitoneal- 
ly and the animal had a stool within twenty- 
four hours after injection, the drug could 
be found in the specimen; however, if the 
animal was constipated and did not have a 
stool until sometime later the specimen was 
negative; the drug may have been reab- 
sorbed from the lower intestinal tract. 


Traces of sulfanilamide have been found 
in the urine 120 hours after the last admin- 
istration of the drug (Table V). This pa- 
tient received eighty grams during an 
eleven-day period. The eleventh day his 
blood concentration was 9.2 mg./100 c.c.; 
twenty-four hours later it was 4.9 mg./100 


*To study the excretion of the drug, the animal was 
placed on a heavy wire frame suspended in a large jar. 
The stools were caught in a smaller mesh frame suspended 
beneath the larger frame, and fastened at a thirty degree 
angle to allow the stool specimens to roll down to a 
pocket in the lower frame, at the side of the jar; the 
urine passed through the frames and was collected in the 
bottom of the jar. As a further precaution against chemi- 
cal contamination with the urine, the stool specimens 
were removed as soon as possible after evacuation and 
immediately washed several times in physiological saline 
to remove any possible trace of urine. The last washing 
was immediately tested for sulfanilamide to insure against 
the possibility of the stool being contaminated with urine 
and giving false positive results. The stool specimens 
were crushed and extracted with 96 per cent alcohol. 
Several pieces of the wire used in the construction of the 
frames were allowed to remain in a known concentration of 
chemically pure sulfanilamide for ten days, to determine if 
the wire used in the construction of these frames would 
cause any chemical change in the drug. 
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Erysipelas, with cellulitis. 


c.c,. and at the end of forty-eight hours, 
1.3 mg./100 c.c.; illustrating the gradual 
removal of the drug from the tissues. There 
was only a trace of sulfanilamide in the 
blood stream at the end of seventy-two 
hours. 


Summary 


1. Free and conjugated sulfanilamide 
may be recovered from all organs, tissues 
and fluids of the rabbit, guinea pig and 
man. 

2. There is a very high percentage of 
conjugated sulfanilamide in the liver of nor- 
mal rabbits. 

3. The percentage of conjugated sulfan- 
ilamide found in blood and various tissues 
of these animals varies with the individual 
animal. 

4. Sulfanilamide is eliminated from the 
body in the urine as free and conjugated 
sulfanilamide. However, a small percent- 
age may be excreted in the stool. 

5. The complete elimination of the drug 
from the body will require several days, 
depending on the amount of drug stored in 
the tissue and the daily urinary output. 

6. The quantity of sulfanilamide recov- 
ered from the tissues and fluids of two nor- 
mal adult rabbits four hours after the intra- 
peritoneal injection of the drug was 78.0 
per cent and 81.2 per cent. 

7. Under the same conditions the per 
cent of recovery from two normal adult 
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guinea pigs was 88.5 per cent and 96.4 per 
cent. 
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THE TREATMENT OF BURNS* 


STANLEY J. SEEGER, M.D. 
MILWAUKEE, WISCONSIN 





It was in Detroit that the revival of interest in the treatment of burns 
had its inception. I welcome this opportunity to pay tribute to those men 
of your Association who were early workers in this field and whose 
labors have done so much for the alleviation of human suffering. 


In recent years there has been a more general recognition of the re- 


quirements for the proper care of burns. 


Linked with this changing 


attitude there is an increasing appreciation of the nature of the profound 
systemic changes which so often complicate these injuries. 


S. J. SEEGER 


thousand persons yearly lose their lives as 
a result of burns. Of this number 45 per 
cent are children under five years of age, 
and reliable statistics evidence the fact that 
these accidents kill nearly as many children 
under fifteen years of age as all other 
home accidents combined. Of the non- 
fatal home injuries, burns constitute a 
large percentage. . The protracted suffering 
of the unfortunate victims of these trag- 
edies, the resulting disfigurement, and dis- 
ability and loss of morale present impor- 
tant economic as well as surgical and medi- 
cal considerations. Ignorance of the serious 
consequences of seemingly simple household 
accidents explains the carelessness which is 
the principal contributing factor in their 
cause. This fact offers physicians and 
nurses, in their daily contacts in homes, an 
opportunity to practice preventive medicine 
in a neglected field, and offers medical or- 
ganizations a worthwhile project to be in- 
cluded in their public health activities. 


Because they represent the commonest 
variety of burns, those produced by heat of 
a degree incompatible with proper function- 
ing of the tissues have been most intensive- 
ly studied. The symptoms following the 
infliction of a severe burn may be divided 
into three groups: the period of initial 


*Read before the Seventy-third Annual Meeting of the 
Michigan State Medical Society, Detroit, September 20, 
1938, 
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It is estimated that in the United States alone, from six to seven 








shock; the period of secondary or so-called 
toxic burn shock; and the period of repair, 
which may or may not be complicated by 
infection. The cause of the constitutional 
symptoms immediately following burns has 
long been a matter of speculation and re- 
search, both clinical and laboratory. The 
term “shock” has been loosely applied in 
clinical medicine, and failure to define ac- 
curately conditions under discussion has 
given rise to confusion in the study of the 
clinical pathology of burns. Primary shock 
is neurogenic in character, and is associated 
with vasodilatation and a decrease in blood 
pressure, and a consequent reduction in car- 
diac output. While this syndrome should 
always be looked for, it is usually found 
only in widespread burns effecting numerous 
nerve endings in the skin. It is concerning 
the so-called secondary toxic burn shock 
that much controversy exists. The con- 
troversy concerns both the mechanism of its 
production and the time factor involved. 
Two schools of thought predominate re- 
garding the fundamental character of this 
reaction. One maintains that at the site of 
the burn a toxic substance is elaborated by 
the action of heat on proteins. It is pre- 
sumed that the absorption of this toxin gives 
rise to the symptoms grouped under the 
term “toxic burn shock.” Other workers 
maintain that it is unnecessary to postulate 
the existence of a specific burn toxin, and 
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substitute the theory that the symptoms can 
be explained by the shifting of fluids in the 
body. 

In 1898 Bardeen reviewed the various 
theories on this subject. His conclusions, 
based on observed changes in the entire 
lymphatic systems of five children, who died 
several hours after being burned, were 
a substantiation of the theory that death 
at this stage is due to toxemia. Blalock 
and others have done important work 
which does not confirm the presence 
of a toxin such as earlier experimental 
results seemed to prove. Wilson has 
come to the conclusion that evidence for 
a specific burn toxin is inconclusive although 
much of it is suggestive. He maintains 
that proof of the toxin theory requires the 
demonstration and identification of the toxic 
substances not only in the burned area, but 
also in the circulating blood. Working with 
others he demonstrated in experimental ani- 
mals the development of toxicity in the 
edema fluid which accumulates in a burned 
area, this property being gradually acquired 
over a period of 48 hours. Controversy 
exists as to the possibility of absorption of 
toxic material from a burned area. Wilson 
concluded that the toxicity of edema fluid 
was independent of the growth of organ- 
isms in the burned area. Underhill main- 
tains that following a burn the permeability 
of the capillaries is in one direction only, 
namely, from the capillaries to the tissues. 
Recently Mason has demonstrated the ab- 
sorption of potassium iodide from burned 
areas, the excretion of this substance being 
the same as in normal animals. 


The confusion regarding the use of the 
term “toxic burn shock” is exemplified by 
the existing opinions concerning the time 
of onset of this syndrome. One author 
states that it occurs one hour after the in- 


fliction of a severe burn; another, that it~ 


may occur from six to fifty hours after- 
ward, and a third states that all shock seen 
during the first 24 hours is primary in char- 
acter. Harkins’ experimental demonstration 
that in a burned extremity half of the fluid 
lost from the blood vessels to the tissues is 
lost within the first hour is of importance in 
considering the time of onset of secondary 
shock. This loss may be as much as 2 
per cent of the body weight. The blood 
pressure is not as satisfactory a prognostic 
sign as is the hemoglobin percentage or 
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hematocrit reading. Some evidence has 
been advanced which tends to show that in- 
fection plays a role in the production of this 
early toxemia. Infection is probably not an 
important factor earlier than the second day 
in many cases. Ina recent case, with exten- 
sive second degree burns, and marked tox- 
emia on the third day, dramatic improve- 
ment was observed by us following the use 
of sulfanilamide. The early theories which 
attributed the reaction to burns as due to 
interference with the functioning of the 
skin have been generally discarded, although 
it is becoming apparent that our knowledge 
of the physiology of the skin is far from 
complete. 


A burn is defined as an injury to tissues 
produced by a degree of heat incompatible 
with their proper functioning. These in- 
juries are classified on various bases. Many 
authors have written on the general treat- 
ment of burns in the past few years. There 
seems to be rather widespread agreement 
that there is a succession of stages or pe- 
riods in burns but the terms to designate 
them vary widely. The difference in 
terms is in most instances a difference in 
opinion as to the etiology of the various 
stages. None of the suggested classifica- 
tions is superior to that which has been used 
in the past. In considering the cause of 
the trauma of burns the most commonly rec- 
ognized grouping is into scalds produced 
by moist heat, and burns due to dry heat, 
x-ray and radium burns, electrical burns, 
sun burns or erythema solare, and chemical 
burns. In addition, burns are classified on 
the basis of the depth of tissue injury and 
the extent of skin surface involved. In this 
country and in Germany the so-called Amer- 
ican classification is most generally used to 
indicate depth of tissue involvement. It 
recognizes three degrees of burning: first 
degree, characterized by erythema or hyper- 
emia; second degree, associated with ves- 
icle formation; and third degree, in which 
there is destruction of tissue with eschar 
formation. In some classifications a fourth 
degree is added, this being applied to the 
charring of tissue. Bancroft and Rogers 
recently suggested that the present third de- 
gree burns be divided into those which do 
not destroy the hair follicles and those 
which do, and Goldblatt has proposed divid- 
ing burns into scar-forming and nonscar- 
forming varieties. In attempting to apply 
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these latter classifications, as is also true of 
the classification of Dupuytren, into six de- 
grees, One encounters the difficulty of judg- 
ing the depth of tissue involvement. The 
depth of burns is often underestimated, even 
by clinicians of wide experience, and the 
American classification, while leaving some 
things to be desired, is probably as satisfac- 
tory as can be devised. Not infrequently 
one is asked to see a patient who has been 
told that a burn from which he is suffering 
is mild, when it is actually a third degree 
burn and convalescence is prolonged much 
beyond the anticipated time. The various 
degrees of burns are frequently associated, 
and it is a common mistake, in severe exten- 
sive burns, to overlook first degree burning 
about the margins of the more serious 
lesions. 


While it has long been recognized that 
the extent of burns is of relatively greater 
importance than the degree, no practical 
means of estimating the extensiveness of 
these lesions was available until Berkow 
perfected a method in 1924. This method 
provides an accurate, simple means of de- 
termining the proportion of body surface 
involved and should be utilized in conjunc- 
tion with the pathologic classification. 


In treating burns one should proceed on 


a carefully studied plan. The mistake 
should not be made of overlooking the 
symptoms of shock in the enthusiasm of 
treating the local wound. The most im- 
portant indications where shock exists are 
to relieve pain by adequate doses of mor- 
phine or codeine, which latter is preferable 
for children, to apply external heat and to 
administer fluids by mouth, by rectum or 
intravenously. Blood transfusion is a most 
efficacious procedure. Because of the con- 
centration of the blood there are arguments 
in favor of giving blood serum alone rather 
than whole blood. The blood chlorides are 
usually low in severe burns and their re- 
placement by the administration of sodium 
chloride solution intravenously should re- 
ceive careful consideration. As soon as the 
patient’s general condition permits, attention 
should be given the wound. Penberthy has 
emphasized the importance of the treatment 
of these wounds with the same care as one 
treats other surgical wounds and has out- 
lined a very satisfactory routine technic. 
Pain should be relieved by morphine, co- 
deine or avertin. The patient should be 
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kept warm. Debridement should be super- 
ficial and confined only to tissue which is 
obviously loose and destroyed, and foreign 
matter which may be present on the wound 
should be removed. Gentle cleansing of the 
area with soap and water is an efficacious 
method. When patients are first seen after 
emergency treatment elsewhere, greasy 
dressings may be removed with xylene, 
ether, benzine or isopropyl alcohol. 


In 1925 Davidson suggested the possibil- 
ity of limiting the absorption of toxic mate- 
rial from burned surfaces by coagulation 
or precipitation of injured proteins. His 
studies of the efficiency of various agents 
led to the development of the tannic acid 
method of treating the local wound. Be- 
cause tannic acid possesses the property of 
precipitating protein, Davidson assumed that 
through its use, fixation of the burned tis- 
sues could be accomplished and the absorp- 
tion of toxic material prevented. The effect 
of tannic acid is to produce a firm, smooth 
mahogany colored membrane which acts as 
a protective coating against chemical, bac- 
terial, and mechanical action, as well as 
against sensory irritation from other 
sources. One striking effect of the use of 
tannic acid is the relief of pain, which oc- 
curs promptly and often makes further use 
of sedatives unnecessary. McClure recently 
demonstrated that evaporation from the 
burned surface has a negligible effect in pro- 
ducing dehydration after a burn. For this 
reason the early arguments advanced for the 
use of tannic acid, on the basis that it pre- 
vents water loss from the surface, cannot be 
given much weight. 


The method of procedure as outlined bv 
Davidson is to cover the burned area with 
dry sterile gauze packs which are held in 
place by sterile gauze bandages and this 
dressing is then soaked by an aqueous solu- 
tion of tannic acid. In his early work 
Davidson used a 2.5 per cent aqueous solu- 
tion of tannic acid and at times used solu- 
tions as concentrated as 5 per cent. At the 
end of about 24 hours the dressing is re- 
moved, at which time tanning should have 
occurred. Secondary infection, especially in 
superficial burns, is limited because of lack 
of favorable material for the growth of or- 
ganisms. The protective area of coagulated 
protein may act as a scaffold for the growth 
of epithelium. One of the important func- 
tions of the skin is the mechanical protec- 
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tion it affords by cloaking the body in a 
complete mantle of dead material, thus keep- 
ing the organism, to some extent, isolated 
from its environment. The formation of a 
crust or scab by tannic acid temporarily re- 
stores to the body some of the biological 
functions of the skin destroyed, thus allow- 
ing the organism to readjust itself to altered 
physiological conditions during a_ period 
when the patient is often struggling with 
shock. 


Since Davidson first described the technic, 
various modifications have been suggested, 
one of the most valuable being that the solu- 
tion be sprayed over the burned area. For 
this purpose an atomizer or ordinary spray- 
ing apparatus is effective, the entire area 
being sprayed every fifteen minutes until a 
membrane of the desired consistency is pro- 
duced. This is usually accomplished within 
from twelve to fifteen hours. Following the 
thorough tanning of the wound, the burned 
area may be kept uncovered if the patient 
is being treated under a light cradle, or cov- 
ered with clean sheets or towels. No dress- 
ing is necessary to protect the wound from 
contamination as this is effectively accom- 
plished by the impervious membrane. The 
margins of the wound should be carefully 
inspected several times daily and_ blebs 
which may appear should be opened and the 
areas painted with a mild antiseptic. In 
addition, the crust should be dried at inter- 
vals of about four hours with a warm air 
blower, the ordinary hair drying device be- 
ing satisfactory for this purpose. If the 
burn is of second degree or of moderately 
severe third degree, healing will take place 
underneath the crust and no further dress- 
ing is necessary, the crust curling at the 
edges and separating from the underlying 
tissues as healing takes place. 


When the burn is deep and extensive, 


epithelization will not take place and infec- 


tion of varying degrees of severity is not 
unusual. If by the fifth day the fever does 
not show evidences of subsiding or if a pa- 
tient who has previously had a low fever 
begins to develop evidences of infection, the 
crust should be carefully investigated. Areas 
which are tender or which are elevated and 
feel boggy should be incised, and if infec- 
tion is found underneath the crust, the loose 
portions should be removed and treatment 
with wet dressings instituted. The removal 
of the tanned membrane is facilitated by the 
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application of large wet dressings of 10 per 
cent soda bicarbonate solution. As a rule 
it is not necessary to anesthetize these pa- 
tients or to remove large areas of membrane 
at one sitting, as the piecemeal removal can 
be accomplished within a few days. If no 
evidence of infection occurs, but the tanned 
membrane does not separate, one should not 
allow the membrane to be undisturbed for a 
period of longer than ten days or two weeks. 
At the end of this time, should the mem- 
brane still be firmly attached to the wound, 
it should be investigated by incising through 


. it. One may find granulation tissue under- 


neath the crust and epithelization will be 
delayed unless the crust is removed and 
more active treatment instituted. 


Several modifications of the tannic acid 
treatment have been proposed. The tanning 
process is a complicated one, and the im- 
portance of using solutions of a normal 
hydrogen-ion concentration has been well 
demonstrated. The acid solutions usually 
used produce a very rapid fixation of tannin 
on the surface and have a tendency to aug- 
ment the edema of the underlying tissues. 
The following is a formula for making a 
solution of tannic acid (U.S.P.) of normal 
pH: Dissolve 3.975 gm. pure anhydrous 
sodium carbonate and 25 gm. tannic acid in 
water and dilute to 500 c.c. Solutions of 
tannic acid should always be freshly made 
up, and this can be done easily by keeping 
on hand weighed out quantities of tannic 
acid and of sodium carbonate in separate, 
tightly stoppered bottles. 


The fact that the mortality rate in the 
early stages may be lowered means that 
more patients will reach the stage of the 
large granulating wound. The treatment 
of these wounds offers a challenge which is 
worthy of any surgeon. These patients 
present the problems of maintenance of 
body nutrition, the control of infection, the 
preparation of the granulating surface for 
the reception of skin grafts, the grafting 
of skin, and the prevention of contractures 
and ankylosis. Mastery of the technics in- 
volved in the accomplishment of these vari- 
ous objectives is far from being universal. 
The application of pressure dressings for 
the control of exuberant granulations is an 
old method which has assumed, only within 
recent years, a place consistent with its 
value. A. well established principle in the 
treatment of large granulating wounds 1s 
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that an attempt should be made to cover 
them with epithelium at the earliest possible 
moment. The derma, or true skin, is de- 
rived from the mesoderm and is, therefore, 
a tissue which is not designed to serve as 
a source of epithelial development. While 
small areas of the stratum germinativum of 
the epidermis may remain viable in exten- 
sive burns, and at times undestroyed hair 
follicles may act as centers for the growth 
of epithelium, one should not delay too long 
in the hope that epithelization will be 
brought about in this manner. Ingrowth 
from the margins of the wound is to be re- 
lied on only in burns of small areas. De- 
lay in epithelization means an increase in 
scar tissue and greater deformity. 


The importance of attention to the de- 
tails of nursing technic, looking to the com- 
fort and well-being of the patient, cannot be 
over-emphasized. Encouragement of active 
motion, massage over unaffected areas, at- 
tention to the functions of the unburned 
skin, diversion to improve the morale, and 
extreme patience and avoidance of pain in 
movement or dressings are among the most 
important considerations. During the con- 
valescence stage, blood transfusion is fre- 
quently a valuable adjunct. The importance 
of proper dietetic regulations should con- 
stantly be kept in mind. We are only be- 
ginning to learn the importance of various 
vitamins in diseased conditions. At the 
Milwaukee Children’s Hospital we have be- 
gun the study of the vitamin C content of 
the blood in burned patients. Methods for 
the determination of the concentration of 
other vitamins which may have a part in 
the growth of epithelium and of supporting 
structures have not been developed but they 
offer a field for research and will undoubt- 
edly prove to be of great clinical value in 
the future. 


The following statement is interesting in 
connection with the subject of a reduction 
in mortality following various methods of 
treatment: “The local treatment of burns 
is a subject on which many books have been 
written and perhaps more numerous reme- 
dies recommended than in any branch of 
surgery. The success which is said to have 
attended very different, and even opposite, 
modes of treatment, shows that the authors 
must either be misrepresenting the facts or 
speaking about different matters. I prefer 
the latter explanation, more especially as I 
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find authors who have written to recom- 
mend certain methods. have almost invari- 
ably spoken of burns as if they were all 
alike, forgetful, apparently, that the essen- 
tial question in the treatment of a burn is 
the depth or the degree, the consequent 
probability of sloughing, ulceration, or mere 
inflammation resembling erysipelas. It is 
only by keeping this point steadily in view 
that we can hope to arrive at any rational 
plan for the treatment of these injuries.” 
This statement, which is so true today, was 
written fifty years ago by Holmes in his 
System of Surgery and was recently quoted 
by Dunbar in “A Review of the Burn Cases 
Treated in the Glasgow Royal Infirmary 
During the Past Hundred Years.” 


Regardless of its ultimate place in the 
therapy of burns, Davidson’s contribution 
served to stimulate a revival of interest in 
this subject. At the present time it is not 
possible to demonstrate by the statistical 
method the effect which the tannic acid 
method of treatment has had upon mortal- 
ity. It is probable that a more general ap- 
preciation of the nature of the systemic 
changes has had as much to do with any 
apparent decrease in the death rate as has 
any single method of treating the local 
wound. The treatment of local lesions dif- 
fers greatly. Willems and Kuhn report 47 
different methods used in the treatment of 
752 burns on the records of an insurance 
company. The routine use of blood trans- 
fusion and the addition of fluids and chlo- 
rides to the depleted vascular supply have 
been important factors in reducing the mor- 
tality rate during the first few days. In 
some reported series more patients survive 
than formerly the periods of initial and 
secondary shock, only to die at a later stage 
of exhaustion, sepsis, or pneumonia. 
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BACTERIA TRAVEL BY AIR 


Moist dust particles are the airships of bacteria. When bacteria alone are present in the 
air, they quickly dry out and die. The lucky ones are those coughed, sneezed or otherwise 
sprayed onto moist dust particles, upon which these bacteria ride and live so long as mois- 
ture may be present. 


When bacteria were first discovered, the public was much concerned lest these new 
enemies fly through the air and attack like gnats or mosquitoes. Slowly this concern gave 
way to the belief that germs are chiefly distributed by direct contact between normal persons 


and persons or substances harboring the microbes. Now, fifty years later, it appears proved 
that some harmful bacteria may ride around in the air and that infection may be inaugu- 
rated by breathing this air. 


This new development has caused a study of the bacteria in the air of work places in 
Detroit. Dr. Carey P. McCord, Director of the Bureau of Industrial Hygiene of the 
Michigan Department of Health, who supervised this investigation, states: “This study has 
been made to determine the numbers and types of bacteria that may be present in indus- 
trial work places. The results show that the air of workrooms with regard to numbers 
and kinds of germs present, are no worse than schools, offices and hospital wards.” Dr. 
McCord claims that the real danger of acquiring bacterial diseases in work places still is 
through direct contact. “Our investigation proves that the average industrial worker does 
not spend a work day of seven or eight hours in a heavily germ laden atmosphere.” 


The number of bacteria riding in the air on dust particles depends primarily upon the 
extent of the worker congestion in the work place, upon the effectiveness of general venti- 
lation, the humidity and temperature of the air, together with the amount of activity going 
on in the workroom. Dr. McCord states that “Overcrowding of workers in factories direct- 
ly invites the spread of respiratory diseases and in order to prevent overcrowding every 
worker should be provided at least 25 square feet of floor space.” 


All bacteria gaily sailing around on their dusty airships should be grounded. A small 
number of bacteria in the air are comparatively unimportant in a workroom, but when 
scores of workers in congested areas launch, by coughing and sneezing, millions of bacteria 
into the air—then look out for the coming epidemic. 


Jour. M.S.M.S. 





ee ee ee ee | 


STAFF CONFERENCE 
DEPARTMENT OF INTERNAL MEDICINE 
UNIVERSITY OF MICHIGAN 


Case History 


A. H., a white farmer boy, aged sixteen, was re- 
admitted to the University Hospital on October 10, 
1938, because of an upper respiratory infection and 
drowsiness. He was first seen here on October 18, 
1934, because of ease of fatigue, a large appetite, 
polyuria and polydipsia, at which time it was found 
that he had diabetes mellitus. His diabetes was 
well controlled by means of dietary regulation and 
the administration of insulin three times daily. 


acetone odor to the breath. There was injection of 
the nasal mucous membranes and throat. The thy- 
roid was easily palpable with slight symmetrical en- 
largement. The lung fields were clear and the heart 
was not abnormal. His abdomen was distended and 
tenderness was generalized, but there were no palpa- 
ble visceral enlargements. The remainder of the 
examination was not abnormal. 


Laboratory Findings—The urine on admission 
showed: specific graviey 1.022, albumin ++, sugar 











Treatment in Hospital: 


10-10-38 Urine Insulin Blood 


CO: 


13 vol. 
% 


Acetone 


700 P.M. 4+ 4+ 


Sugar (regular) 


40U 


715 P.M. 4+ 4+ 
730 P.M. 4+ 4+ 
700 P.M. 4+ 4+ 
:00 P.M. 4+ 4+ 
:00 P.M. 4-- 2+ 
:00 P.M. $-4- 2+ 
10-11-38 
2:00 A.M. 4+ 2+ 
4:00 A.M. 3+- 3+- 
6:00 A.M. , 3+ 1+- 
8:00 A.M. 1+- 1+ 


40U 
30U 
20 U 


20 U 
20 U 


54 vol. 
% 


Remarks 
Gastric lavage with 4% sodium bicar- 
bonate. 
100 c.c. of orange juice left in stomach. 
Intravenous saline (physiologic) started. 
I.V. 1/6 molar-sodium lactate started. 
200 c.c. orange juice 


. orange 


. orange 


. orange 


. orange 


. orange 


133 Mg. 200 c.c. orange juice 
% plus 20 gm. glucose. 








His course was entirely satisfactory after dis- 
charge. The carbohydrate content of his diet and 
the insulin dosage were increased when he was seen 
on subsequent visits. In August, 1937, his diet was 
increased to 200 gm. A.G. (available glucose) and a 
single morning dose of protamine insulin was substi- 
tuted for the regular insulin. Minor changes were 
made and when last seen in the Diabetic Clinic in 
September, 1938, he was receiving a diet of 300 gm. 
A.G., 3,600 calories and a single dose of protamine 
insulin 86 units (of U 80) each morning at 7:30. 
He was considered to be well regulated at this time. 

Ten days prior to his return he developed a head 
cold, a cough, headache, malaise, drowsiness, and a 
stiff neck. There was a return of the polyuria and 
polydipsia; his diet was discontinued on the evening 
of October 9, 1938, and his last dose of insulin, 86 
units of protamine, was given at 7:30 A.M. on Oc- 
tober 9. He developed abdominal pain and was 
brought to the hospital shortly after noon on Oc- 
tober 10, 1938. 

The patient’s brother died at 14 years of diabetes 
mellitus. There was no other familial history of the 
disease nor other factors of significance. His past 
history was non-contributory except as noted above. 

Physical Examination.—On admission his temper- 
ature was 97.3° F., pulse 117 per minute, respira- 
tions 24 per minute, and the blood pressure 145/75. 
Examination revealed a semi-stuporous boy who 
exhibited typical Kussmaul breathing, a flushed 
face, warm dry skin, cherry red lips, and a strong 
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+-+--+-+, with 6-10 coarse granular casts per low 
power field, but no red or white blood cells. The 
plasma carbon dioxide combining power was 13 vol- 
umes per cent and the blood sugar 422 mg. per 100 
cc. at 1:00 P. M., October 10. Blood Studies: 
R.B.C. 4,650,000; Hb. 97 per cent (Sahli), W.B.C. 
9,150, and there was an essentially normal differen- 
tial count. 

Totals: Two hundred thirty units of regular in- 
sulin were given subcutaneously. 1,500 c.c. of phys- 
iological saline and 1,920 c.c. of 1/6 molar sodium 
lactate were injected intravenously, by the drip 
method, over a period of four hours. His improve- 
ment was rapid and his subsequent course was un- 
eventful. He was placed on a diet of 250 gm. of 
carbohydrate, 100 gm. protein, and 3,600 calories and 
controlled on regular insulin. 


Discussion 
Dr. JuttAn Topias: In addition to the history 
noted above, I would like to point out that during 
his course of treatment hi§ blood pressure rose from 
146/75 to 200/90. The next day, however, it had 
returned to the admission level. 
Dr. Cyrus C. Sturcis: Dr. Newburgh, will you 
discuss this case? 
Dr. Louts H. NewsurcH: The patient presents 
two or three factors that are characteristic of dia- 
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betic coma. The abdominal pain, for instance, has 
frequently been mistaken for some condition that 
required immediate surgical intervention. I believe 
that now most surgeons realize the situation, but 
over and over again patients have been rushed to a 
hospital because of a serious generalized disturbance 
localized in the abdomen, and have undergone an 
operation which, of course, makes the situation 
very much more difficult to manage. The abnormali- 
ties in the urine—albumin and casts—are character- 
istic. These have been known to occur for a very 
long time. Years ago a great deal of fuss was 
made about that. They are evidently due to a mild 
toxic effect on the renal epithelium. Sometimes this 
is very great. Certainly patients who have a mod- 
erate acidosis for a long time—that is, a degree of 
acidosis which does not cause coma but which is 
sufficient to incapacitate them—may develop severe 
renal injury. Renal damage may indicate, in this 
sense, a kidney which is so seriously disturbed as to 
cause retention of all the excretory substances, in- 
cluding the metabolic products such as the sulphates 
and phosphates, as well as the ketone bodies. These 
in turn tie up base so that when the patient comes 
in to the hospital in coma, there is often not only an 
organic but also an inorganic acidosis. Depletion of 
base is not merely due to retention of these factors 
but it is also caused by the prolonged excretion of 
the ketone bodies; the patient develops a very 
low CO: combining power, Kussmaul breathing 
and unconsciousness. Complete relief of the organic 
acidosis may be accomplished, as is evidenced by the 


absence of ketone bodies in the urine, but the pa- 
tient may continue to remain in coma. He still has 
all the symptoms of acidosis, and it is important to 
realize that he is now suffering from an inorganic 
acidosis, which is the result of severe depletion of 


base. If recognized, this can be corrected almost 
immediately by the administration of sodium bicar- 
bonate. But if overlooked, a fatal outcome is almost 
certain. This is not very common, and not true in 
this patient. Undoubtedly some of the fatalities oc- 
curring in diabetic acidosis are attributable to this 
condition. 

There is a patient now on Dr. Smith’s ward who 
is perfectly familiar with diabetic acidosis, since she 
has had many bouts of it. She was admitted this 


time with a typical episode, which was perhaps - 


somewhat more severe than usual. The striking 
feature is that she has a fever of 105° F. and has 
a leukocytosis of 21,000 cells per cubic millimeter. 
Her CO, combining power is 22 vol. per cent. She 
is recovering, and we are doing nothing about the 
fever and leukocytosis, even though she has abdom- 
inal pain, which practically every patient with severe 
acidosis experiences. It is especially interesting to 
realize that she has this very high fever, very marked 
leukocytosis as features of acidosis. She is quite 
sure that she has had this sort of response over and 
over again. There is nothing unusual about this as 
patients often have fever with acidosis. I can’t ex- 
plain the fever or the leukocytosis. 
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Dr. Sturcis: Dr. Conn, do you have anything to 
add? 

Dr. JEROME Conn: I might add one or two points 
with regard to therapy. I would like to outline 
briefly what should be done for a patient who is ad- 
mitted to the ward in diabetic coma. One should 
realize that there are two essential abnormalities 
from which the patient is suffering. The first is 
lack of oxidation of glucose. This can be taken 
care of by means of insulin. The second is dehydra- 
tion, which is treated by giving fluids intravenously, 
either as 5 per cent glucose or as physiological sa- 
line. The intravenous infusion should be started 
immediately on admission. Insulin should be given 
as soon as one is positive that the patient is suffer- 
ing from diabetic coma. The initial dose of insulin 
should be 30 to 40 units. Larger doses are not nec- 
essary. Intravenous insulin is not necessary. Con- 
tinue with small doses, after the initial one, that is, 
20 units every two to three hours, obtaining urine 
specimens before each succeeding dose of insulin. 
Thus one can tell when to begin diminishing the 
dose of insulin. Catheterize for urine specimens if 
necessary. 

These two procedures, combating dehydration and 
organic acidosis by means of insulin and fluids, will 
take care of 90 per cent of the patients in diabetic 
coma. 

The other 10 per cent are suffering from deple- 
tion of base and should, in addition to the usual 
treatment, be treated with sodium bicarbonate or 
sodium lactate. It does not matter which is used 
as long as the condition is recognized as depletion 
of base. This is an important point because there 
are many schools in this country that feel that so- 
dium therapy is not indicated. We feel that in this 
10 per cent it is of utmost importance, and may be 
life-saving to the patient. 

Some may wonder why this patient was given 
glucose by mouth in the form of orange juice. 
About a year ago I had an idea that it might be of 
value to give glucose by mouth. The reason for 
such an assumption is this. Patients in diabetic 
coma are suffering from severe depletion of their 
glycogen stores. It seems that when the glycogen 
stores of the liver are replaced by means of insulin 
and carbohydrate, oxidation proceeds rapidly. In- 
sulin alone is often unsuccessful in promoting rapid 
oxidation when the liver glycogen is low. If the liv- 
er glycogen can be raised rapidly, we should expect 
a more rapid recovery. When glucose is absorbed 
from the gastrointestinal tract, it reaches the liver 
in a high concentration by means of the portal vein 
and the glycogen stores of the liver are replaced 
much more rapidly than when glucose is given in- 
travenously and arrives at the liver via the hepatic 
and mesenteric arteries. 

We had an opportunity to study three cases of 
diabetic coma whose treatment consisted of the 
usual regime to which was added 150 to 200 grams 
of glucose by stomach tube. We were surprised to 
find in these cases that the CO. combining power 
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rose from the region of 10 to 15 volumes per cent 
to 50 volumes per cent within a four hour period. 
This is a much more rapid recovery than we usually 
observe with the routine treatment. For this reason 
we wish to continue to study this observation. 


Dr. Sturcis: It is difficult for the younger men 
to appreciate, to the fullest extent, what the recov- 
ery of this patient means. Now it is expected that 
a patient with impending coma or coma will recover 
within a relatively short time after treatment has 
been instituted. Before 1922, 1.e., before the use of 
insulin, when a patient went into diabetic coma he 
almost invariably died, though this did not include 
those in impending coma. 


Dr. RAPHAEL ISAAcs: In connection with the 
possible causes of leukocytosis in diabetes, Gottsegen 
and Wittman noted that the injection of ketone 
bodies, such as beta hydroxybutyric acid, into ani- 
mals caused a marked and definite leukocytosis. 
This may be a suggestion as to the cause of leuko- 
cytosis in diabetic patients in whom the ketone 
bodies are present in appreciable amounts. 


Dr. HERMAN RrEcKER: I do not understand why 
this patient had an albuminuria and hypertension. Is 
this frequently observed? How many cases of dia- 
betic coma show a hypertension. 


Dr. NEwsurGH: Renal damage is responsible for 
the albuminuria. I do not know what caused the 
hypertension. One more point. The patient has been 
receiving 86 units of protamine insulin in a single 
dose. One must realize, of course, that this form 
of insulin acts at the same rate throughout the 24 
hours. During the 8 to 10 hours of the day when 
all the food is taken, glycosuria may be seen. To- 
ward the end of the 24 hours, if no food is added 
and with the system continuously active, hypogly- 
cemia may be seen. If glycosuria is to be avoided 
during that early part of the day, a too low blood 
sugar will result at the other end, that is, during the 
last of the 24 hour period. 

A single dose of protamine insulin to avoid hypo- 
glycemia in the early morning and at the same time 
prevent glycosuria throughout the day is our ob- 
jective. It is questionable whether it is good or bad 
practice to give patients with severe diabetes a single 
large dose of protamine insulin in the morning, and 
to provide enough carbohydrate during the day to 
supply a sufficient amount in the early morning so 
that there will not be hypoglycemia; but as an in- 
evitable. part of such a practice, there will be gly- 
cosuria during the 8 to 10 hours of the day when 
food is given. Is glycosuria of that type harmful 
or not? That is a question for which I have no 
answer. 


Dr. Henry FIetp, Jr.: I expressed myself fifteen 
years ago, and IT still feel the same way—in favor 
of using sodium bicarbonate in severe acidosis at the 
beginning of treatment rather than waiting for the 
indication of inorganic acidosis. I have a fear of 
waiting because I have seen a number of fatalities 
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from uncomplicated diabetic acidosis in patients 
whose blood CO, had been restored to normal. I 
believe the point is that it had not been restored 
soon enough. It takes a certain amount of time for 
insulin to cause enough metabolism of ketones to 
improve the acidosis significantly. A severe acidosis 
is damaging to tissues. If continued long enough 
there is a time at which the injury becomes irrep- 
arable. Unless the acidosis is promptly relieved by 
alkalies to the point where it is no longer damag- 
ing, injury may be caused before insulin has had 
time to relieve the acidosis sufficiently. I favor the 
intravenous route of administering alkalies because 
in diabetic acidosis there is no certainty that any- 
thing given by mouth will pass the pylorus. It may 
all be vomited after a few hours. Intravenous ad- 
ministration of sodium bicarbonate is safe if a prop- 
erly prepared solution is available. In individuals 
of ordinary size, 20 to 30 grams is enough to re- 
lieve the acidosis beyond the danger point. 


Dr. Sturcts: Dr. Tobias, what was your reason 
for using sodium lactate in this patient? 


Dr. TosrAs: Sodium lactate has been recom- 
mended because of the slow liberation of the so- 
dium ion in contrast to sodium bicarbonate, where 
the sodium is very rapidly split off from the bi- 
carbonate radical. Supposedly, the danger of the 
possible production of alkalosis is much less with 
sodium lactate than with sodium bicarbonate. 


Dr. Conn: In the 10 per cent of diabetic coma 
cases where inorganic acidosis is important, sodium 
bicarbonate should be given because one needs 
scmething that brings up the pH quickly. 


Dr. Bert BuLLINGTON: The use of sodium lac- 
tate is reputed to be harmless and it can be given 
safely in most instances. I have seen, however, three 
instances where it was given intravenously to pa- 
tients with severe diabetic coma who were in pro- 
found shock. These individuals did not respond but 
developed hyperpyrexia and had a fatal termination. 
I wonder if this reaction is due to the specific dy- 
namic action of the drug itself or to some other 
factor? Because of this I also believe it is prob- 
ably inadvisable to give large doses of sodium lac- 
tate to individuals with circulatory collapse. 


Dr. Conn: The cause of the hyperpyrexia is not 
known. I would hazard a guess that changes in the 
pH of the cells of the thermal center in the mid-brain 
upset the normal temperature regulating mechanism 
just as they upset the respiratory center and cause 
the well known Kussmaul respirations. 
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“Every man owes some of his time to the up- 
building of the profession to which he belongs.” 


—THEODORE ROOSEVELT. 





EDITORIAL 


GROUP MEDICAL SERVICE AND 
GROUP HOSPITAL INSURANCE 


Was special meeting of the House of 


Delegates held in Detroit on January . 


8 is probably one of the most momentous 
and important meetings of this deliberative 
body in the history of Michigan medicine. 
Two major items came up for consideration, 
namely, (1) group hospital care and 
(2) group medical service for those whose 
incomes are $1,500 a year or less. Group 
hospital service is beyond the experimental 
stage. It has been widely adopted through- 
out the United States and Canada. We have 
commented from time to time on group hos- 
pital care, taking the viewpoint that it is 
to the great advantage of both patient and 
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physician, and particularly the former, who, 
by the payment of comparatively small an- 
nual stipend, is assured hospital care in 
the case of a catastrophic illness, or any 
sickness that may call for confinement in 
a hospital. The financial advantage to the 
doctor consists in the fact that, with the 
hospital charges out of the way, the patient 
is in a much better position to meet his 
obligation to his physician. The principle 
was endorsed by the House of Delegates. 
The future will consist in its application 
and no doubt certain changes will be neces- 
sary from time to time to meet unforeseen 
circumstances. 


The adoption of group medical care is an 
innovation that may not have been antic- 
ipated by many members of the profession. 
The council of the society, however, have 
been impressed with its necessity and also 
the necessity of leadership on the part of 
doctors who render this service. 


In the plan of medical service, what is 
termed a unit system was recommended. 
For a certain specified sum to cover a 
specified period of time, the employed mem- 
ber will be entitled to a definite number of 
units of service. He may not require to 
make use of any of these units of service 
during the period of insurance. Should 
he, however, require a major operation, a 
definite number of units will be appropriat- 
ed to this type of service. The house and 
office visits will, of course, call for much 
fewer number of units. To be more spe- 
cific, if each family is entitled to a thousand 
units a year, a major operation for any 
member of the family might call for from 
150 to 200 units, which would leave a bal- 
ance of 850 or 800 to take care of any 
other illness in the family. The doctor’s 
fee for the performance of a major opera- 
tion would correspond to the number of 
units set apart for the operation. Or for 
the term units, we might use the term dol- 
lars. Thus under such a system, the in- 
surance would take care of the cost of 
medical care. Group hospital and group 
medical insurance are made possible by the 
fact that large employed groups will pay 
into a fund, but those requiring medical 
and surgical care will probably be no great- 
er in number than those requiring it under 
the individualistic system that has prevailed. 


The reader will realize that any method 
of practice that is largely untried in its 
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beginning will require certain modifications 
to meet unforeseen exigencies that may 
arise. It is sufficient, however, to record 
that the House of Delegates has also en- 
dorsed the principle of group medical serv- 
ice. Of course, this does not take care of 
the indigent sick whose illness will require 
to be met, either at the taxpayers’ expense 
or through certain charity as in the past. 
Group medical service and group hospital 
service can of necessity apply only to those 
who have earning power and are in a posi- 
tion to meet the annual cost, however small. 


The upper limit of income has been 
placed at $1,500. A change in this limita- 
tion of income may be advisable, depending 
upon the economic condition of the future. 
Group medical service is not socialized or 
state medicine. It is simply the sick and 
accident (non-industrial) insurance princi- 
ple made available to low income groups at 
a price they can afford to pay. The provi- 
dent in the higher income brackets have met 
and will continue to meet catastrophic or 
other illness by paying premiums into the 
old established commercial sick and accident 
insurance companies. Under group medical 
service the entire cost will be met by the 
groups themselves. 





AND YET WE ARE UNDER 
CENSURE 


|S tyhsarts member of every county medical 
society in the United States is a mem- 
ber or fellow of the American Medical As- 
sociation or is eligible to become a member. 


The New York Times of January 7 con- 
tained the following interesting news item 
from the Surgeon-General Thomas Parran 
of the United States Public Health Service. 
Public health in the United States, we are 
told, has advanced more in the last two 
years than ever before within a comparable 
period. To quote: “The death rate fell 
from 11.3 a thousand in 1936 to 10.9 in 
1937, and the first six months of 1938, fell 
to 10.8, against 11.8 in that period of 1937. 
Infant mortality fell from 57.1 a thousand 
live births in 1936 to 54.4 in 1937 and only 
forty-six mothers in 10,000 died in child- 
birth, against fifty-three in 1936. Diseases 
showing a mortality decline in 1937 were 
tuberculosis, typhoid, scarlet fever, diph- 
theria, malaria, pellagra, nephritis, and 
puerperal fever. Smallpox cases rose by 
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4,000 to a 11,673 total in 1937, the most 
since 1931, but they were generally of a 
mild, non-virulent type, with relatively few 
deaths.” 

All this, however, has been accomplished 
under the traditional methods of medical 
practice. The Public Health Departments, 
either city, state or national, would be help- 
less were it not for the codperation of the 
practicing physician who is the soldier at the 
outposts of illness, if we may use a mixed 
metaphor. The medical profession is aware 
that the highest achievement has not yet 
been attained in the eradication of disease 
but the fight is still on. Dr. Parran de- 
plores what he considers a fact that 40 mil- 
lion people in the United States, the lower 
economic third of the population, are un- 
able to provide themselves with medical 
care in serious illness, and he claims that 
the country is 360,000 hospital beds short. 

The medical profession of Michigan can- 
not be accused of unwillingness to cooper- 
ate in the matter of medical care. The final 
act of the special meeting of the House of 
Delegates of the Michigan State Medical 
Society, reported elsewhere, is a foreward 
movement in securing medical attention to 
the percentage of the forty million who 
belong to the state of Michigan and who 
come within the lower income brackets. 

Up to the present time, the American 
Medical Association and its constituent 
state medical societies have put forth every 
effort possible in the way of improving the 
medical training of its members as well as 
advancing the standards of the medical 
practice in the United States. The Asso- 
ciation has been foremost in the matter of 
standardization of hospitals, of insuring 
purity in drugs, and of fostering the high- 
est ideals in education; and the result has 
been that described in the Surgeon-Gener- 
al’s report. 





HONESTY 


‘THs is the title of a new book by a doc- 
tor, namely, Dr. Richard C. Cabot, of 


Boston. The subject is very interesting, one 
on which everyone has an opinion, but it is 
like the weather, very few write about it. Dr. 
Cabot says in the book that he has come 
across only one other work with the same 


title. In evaluating the importance of hon- 
esty as the king of virtues and the life-saver 
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of men, Dr. Cabot goes on to say that abol- 
ish deceit and there would be no forgery, 
bribery, stealing, embezzlement, burglary, 
plagiarizing, sabotage, arson or bombing, 
cheating, by students, politicians or servants, 
false weights or measures, adulteration, 
swindling, counterfeiting, grafts, malfeas- 
ance or “rackets,” false advertising or 
quackery, blackmailing, tax-evasion, flattery 
and hypocrisy, backbiting, “propaganda,” 
spying and betrayal, treason or conspiracy, 
trapping and ambushing, smuggling, carry- 
ing of concealed weapons, kidnapping, few 
murders or poisonings, no illegal sales of 
liquor and drugs, adultery, and bigamy, few 
sex crimes or vices of any sort and no per- 
jury. It would seem that Dr. Cabot has 
included in this list about all the sinister 
acts of which mankind might be guilty. 


The book goes into the subject of honesty 
very thoroughly and discusses it in connec- 
tion with war and crime, government, in- 
dustry, science, education, medicine, re- 
ligion, and a number of other departments 
of human activity. While the entire book 
is intriguing, Dr. Cabot’s discussion of 
truthfulness in medicine is of particular in- 
terest. He puts it rather boldly that the 
truth should be told the patient at all times 
without any attempts at equivocation. In 
perusing his chapter, the thought comes to 
one as to whether a doctor knows the truth 
in its entirety and that he might be assum- 
ing a great deal in pronouncing a patient’s 
doom that might not be warranted. In 
thirty years of practice, the editor has never 
heard a doctor tell a patient he had only a 
brief time to live; although how many of 
us have been confronted by the patient who 
said that his doctor gave him up to die sev- 
eral years before. It seems not in a doc- 
tor’s interest to pronounce anyone’s doom. 
If he is a defeatist, he should not be prac- 
ticing medicine. It is heartless to destroy 
a patient’s last hope. 


The subject of honesty is a very large one 
and we can imagine that a tactless person 
who claimed to be one hundred per cent 
honest might find himself enjoying his own 
society unmolested by anyone else. He 
spends a social evening at the home of a 
friend when the hostess calls upon her 
daughter to entertain him with musical 
selections. The playing might be indiffer- 
ent, but if the guest is asked how he likes 
it and replies, “Rotten!” he may be tell- 
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ing the exact truth, but if he cultivates 
this social or anti-social attitude, he will 
find himself like Barney Google in the old 
song, keeping company with his horse. Of 
course, Dr. Cabot would not be so abrupt, 
yet he would not say anything to encourage 
where there was no promise. 

Dr. Cabot represents one extreme, Dale 
Carnegie the other. By this we do not 
mean that one represents pure and unadul- 
terated truth and the other the opposite. As 
much as has been said in derision of Dale 
Carnegie, we have a furtive feeling that his 
principles put into practice will go a long 
way towards greasing the social gears and 
placing sand on the rails. 

We commend Dr. Cabot’s book, however, 
as it contains a great deal of food for 
thought. It is a serious discussion of a 
great subject. 








A Fine Decision 
(The Detroit Free Press) 


At a meeting Sunday in Detroit the House of 
Delegates of the Michigan State Medical Associa- 
tion adopted the principle of group hospital service 
and group medical service for persons with incomes 
of less than $1,500 a year. 

The details of its plan to bring medical and hos- 
pital care within easier reach of more than 2,000,000 
people have yet to be worked out. 

The Legislature will be asked to permit the or- 
ganization of Hospital and Medical Security, Inc., 
as a nonprofit corporation empowered to sell health 
insurance to eligible groups. 

A tentative explanation of what it is believed this 
will mean to the public needing hospitalization has 
been given out. Supporters of the plan think that 
sixty cents a month for a single subscriber, or 
$1.25 for a family, would provide care in a ward, 
and that semi-private care could be had for 75 
cents to $1.75 a month. 

These payments would entitle a subscriber to 21 
days of hospital care in the first year, to 23 days 
in the second year, and so on up to 3% days for 
the fifth and subsequent years. 

General nursing service, operating and delivery 
rooms as often as necessary, surgical dressings and 


- plaster casts would be included. 


A somewhat similar plan is contemplated for per- 
sons who need medical care but do not have to 
go to a hospital. 

And it is hoped that in time indigent and semi- 
indigent groups may be able to get similar service 
through arrangements between Hospital and Med- 
ical Security and their communities. 

The Michigan State Medical Association shows 
by its action that its members are imbued with the 
finest tradition of their profession, which is to save 
life and relieve suffering without regard to the race, 
creed or financial condition of those who need their 
services. 

A good many people in Michigan, who have gone 
without adequate medical and hospital attention be- 
cause they were too proud to accept what they 
could not pay for, will welcome this tangible plan 
for relief from one of their greatest worries. 


Jour. M.S.M.S. 

















President's Page 


T IS still too early to convey much information on the details of 

the epoch-making action of the House of Delegates on January 8, 
1939. The action of the House of Delegates has been extremely 
favorably received by the general public and, regardless of what you 
personally think, public feeling molds actions. 


Profound, and we fear detrimental, changes in the care of the 
sick citizen, are planned by bureaucratic governmental agencies. 
Organized medicine resents the aged and sick being used as “guinea 
pigs” for governmental socialized experimentation. 


_Our Society is a truly democratic organization with a membership 
of over 4,000 “rugged individualists.” It cannot be expected that 
action of the House of Delegates will meet with unanimous approval. 
Good sportsmanship and an interest in the future of medical service 
are depended upon to assure a wholehearted acquiescence in the final 


decision. 


“Tt ain’t the individual, nor the army as a whole, 
But the everlastin’ teamwork of every bloomin’ soul.” 


Yours truly, 


ee 2 ae 


President, Michigan State Medical Society 
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DO NOT FORGET YOUR POSTGRADUATE PROGRAM FOR 19393 





“A few physicians increase in knowledge from within and grow from their own 


doing. These are the innate investigators. The rank and file require outside 





help to grow and to progress. Books, meetings, contacts, discussions, teachers, 





are our armamentarium for progress. Like the ‘spring tonic’ of past days, all of 





us need some of this medicine at least annually, better if it comes more frequently. 





A large majority of physicians know their need and seek treatment.”—HeEnry A. 
CHRISTIAN, M.D. 












POSTGRADUATE PROGRAM FOR 1939 


Ann Arbor and Detroit 





Courses 





All dates inclusive 
























































Anatomy Wednesdays, 1:00-10:00 p. m. February 15—May 31 
Electrocardiographic Diagnosis April 3-8 
Urology April 10, 11 and 12 
Proctology April 13, 14 and 15 
Gynecology, Obstetrics and Gynecological Pathology April 10-14 
Ophthalmology and Otolaryngology April 20-26 
The Care of the Diabetic May 8, 9 and 10 
Pediatrics June 5, 6 and 7 
General Medicine June 19-23 
Pathology: Special pathology of neoplasms June 26-July 7 

Pathology of the female genito-urinary organs July 10-21 

Special pathology of the eye July 24-August 4 

Special pathology of the ear, nose and throat August 7-18 
Laboratory Technic June 26-August 4 
Clinical Courses—Summer Session June 26-August 4 
Roentgenology June 26-August 4 
Roentgenology October 30-Nov. 4 
Neuropsychiatry (Administrators’ and Specialists’ Course) April 3 and 4 
Neuropsychiatry November 1, 2 and 3 





EXTRAMURAL POSTGRADUATE COURSE 
Beginning April 3 and continuing throughout week of April 24 









Ann Arbor 





Lansing-Jackson 






Battle Creek-Kalamazoo Saginaw 
Flint Traverse City-Manistee- 
Grand Rapids Cadillac-Petoskey 






Further information will be given in the postgraduate bulletin and in subse- 
quent numbers of THE Journat of the State Medical Society. 





DEPARTMENT OF POSTGRADUATE MEDICINE 
University Hospital, Ann Arbor, Michigan 

















Jour. M.S.MS. 
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Department of Economics 
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L. FERNALD Foster, M.D., Secretary 





MICHIGAN ANSWERS 
THE CHALLENGE 


| Saersieeiaan care for all the people of 
Michigan at a price they can afford 
to pay has been the objective of the Mich- 
igan State Medical Society for a number of 
years. Surveys over the past five years 
have provided sufficient data to permit of a 
definite set of proposals to effect the desired 
objective. 

In reviewing the various groups of our 
social order we find three major groups— 
the economically comfortable, those of mod- 
est income and the medically indigent. The 
first group has always been able to purchase 
the necessities of life, including medical 
care, to the extent of its desires. The 
medically indigent group is the direct re- 
sponsibility of government. This leaves only 
one group—those of modest income—for 
whom health services should be provided 
at a price it can afford to pay. This pro- 
vision is necessary only on occasions of 
catastrophic illness. To this group the 
Michigan State Medical Society now ex- 
tends health services on a voluntary insur- 
ance basis, a basis covering hospitalization 
and professional services. 

Voluntary group hospitalization is not a 
new proposal. It is in vogue in a number 
of states and communities and has served 
to solve only part of the problem. Voluntary 
group medical service is a new venture, but 
one that rounds out a complete service for 
a needy group of our citizenry. 

If a change is indicated in the adminis- 
tration of our health needs we should 
analyze carefully the results of our present 
democratic American manner of health 
service. We should compare our present 
results with those of other countries from 
which there is a tendency to take example. 
We point with pride to our medical re- 
search and scientific advancement. We 
cherish our life expectancy span and our 
mortality rates. We view with extreme sat- 
isfaction the incidence of preventable dis- 
eases in this country. Under our present 
system we have a minimum of malingering 
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and a low per diem rate of hospitalization 
as compared with our European neighbors 
with federalized forms of health adminis- 
tration. 


When we discuss with the laity the ques- 
tion of health services it is obvious that the 
quality of American medical care is taken 
for granted and does not carry a true inter- 
est appeal. When, however, we translate 
medical care in terms of taxes the laity im- 
mediately manifests a true interest—an in- 
terest developed through recent years of 
tax consciousness. 


If those insidious forces which clamor for 
a departure from the American way of ren- 
dering health services are sincere in seeking 
a solution for the only needy group—those 
of modest income; those whose incomes fall 
in the low brackets—then Michigan has the 
answer. This answer does not involve a 
departure from our democratic principle of 
free choice of physician; neither does it 
invoke the development of socialistic, 
bureaucratic control; it does not involve 
huge sums of public funds; nor will it act 
as a deterrent force upon the great scien- 
tific advancement of American Medicine— 
an advancement second to none in the 
world. It preserves all that is desirable in 
our present methods and effectually renders 
to all our people the finest quality of med- 
ical service at a price they can afford to pay. 
The answer to the challenge is embodied 
in the views of the Michigan State Medical 
Society: 


1. The economically comfortable individ- 
ual should purchase his health services 
to the extent of his wants. 


2. The medically indigent individual 
should be the responsibility of govern- 
ment. 

3. The individual of modest income 


should avail himself of low cost volun- 
tary group hospitalization and volun- 
tary group medical service. 


Let’s do it in the democratic American 
way. 
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GROUP HOSPITALIZATION AND 
GROUP HEALTH SERVICE 


She House of Delegates of the Michigan 
State Medical Society in special session 
approved the principles of voluntary group 
hospitalization and voluntary group med- 
ical service. It authorized The Council to 
proceed with development of detailed plans 
consistent with the adopted principles. 

Group Hospitalization, now in vogue in 
several states, allows a subscriber to pur- 
chase a given number of days of hospital 
services (exclusive of any professional serv- 
ices) for a moderate premium payment. 

Group Medical Service, an entirely new 
procedure, enables a subscriber to purchase 
units of medical service, such units to in- 
clude all the services rendered by Doctors 
of Medicine in all the specialties. 

The action of the House of Delegates 
calls upon The Council to develop its plans 
in cooperation with the Michigan Hospital 
Association, labor, industry, agriculture, 


religious and educational groups, commu- 
nity councils and other interested groups. 
It is recognized as a joint responsibility of 
both the community and the medical profes- 


sion to bring adequate hospital and medical 
services within the reach of the low-income 
group of the community. 

The medical profession is asked to recog- 
nize the importance of the adoption of the 
broad basic principles and to bear in mind 
that the development of the minute details is 
of lesser importance. In the development 
of details the interests of the patient and of 
the medical profession will at all times be 
guarded. Since The Council of the Mich- 
igan State Medical Society represents in a 
democratic manner the forty-two hundred 
members of the State Society, the latter’s 
interests and views will be reflected in all 
deliberations. 





WOULD IT BE TIMELY? 


HE Detroit Free Press asked the above 
pertinent and important question in the 


following editorial, published on January 
25, 1939: 


“The President has sent the report of his special 
committee of public health and welfare to Congress 
for study and action. 

“The report recommends, among other things, a 
Federal-State public health program to cost $850,- 
000,000 a year. 
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“Admitting, as it must, that good health is a per- 
sonal and national asset, Congress will have to de- 
cide whether, taking into account the tremendous 
burden of debt Mr. Roosevelt has imposed on the 
country for other purposes, spending $850,000,000 a 
year for the improvement of public health is either 
financially expedient or necessary, at this time. 


“The United States is the healthiest country of 
comparable size and population in the world. 


“A few weeks ago the annual report of the Sur- 
geon General showed that the American people 
have steadily improved in health, without the as- 
sistance of any such expensive program of public 
aid. 

“The health of the people is much better than the 
health of business, which has been bled white by 
governmental extravagance and waste. 


“With the medical profession constantly striving 
to improve the public health, and achieving remark- 
able results, would it be wise to spend billions of 
public funds for health measures, at a time when 
the country needs nothing else so much as relief 
from debt and taxes? 


“Would it not be wiser to stop spending and help 
business and employment back to their feet and thus 
enable the people to pay for their own medical care 
out of the incomes now denied them by economic 
stagnation and chronic unemployment ? 


“A thorough study of the problem which Mr. 
Roosevelt has tossed into the lap of Congress in- 
volves finding answers to those questions.” 





COUNCIL AND COMMITTEE MEETINGS 


1. Wednesday, December 28, 1938—Maternal 
Health Committee—Hotel Statler, Detroit 
—12:30 p. m. 

. Friday, January 5, 1939—Advisory Committee on 
Syphilis Control—Hotel Statler, Detroit— 

3. Saturday, January 7, 1939—Committee on Dis- 
tribution of Medical Care—Hotel Statler, De- 
troit—2:00 p. m. 

. Saturday, January 7, 1939—The Council—Hotel 
Statler, Detroit, 6:30 p. m. 


5. Sunday, January 8, 1939—The Council—Hotel 
Statler, Detroit—8:00 p. m. 


. Sunday, January 15, 1939—Legislative Commit- 
tee—Hotel Olds, Lansing—4:00 p. m. 


. Thursday, January 19, 1939—Mental Hygiene 
Committee—Eloise Hospital, Eloise—6:00 p. m. 


. Sunday, January 22, 1939—Advisory Committee 
to Woman’s Auxiliary—Bancroft House, Sag- 
inaw—11:00 a. m. 


. Sunday, January 22, 1939—Preventive Medicine 
Committee—Hotel Statler, Detroit—2:00 p. m. 


. Sunday, January 22, 1939—Legislative Commit- 
tee—Hotel Olds, Lansing—2:00 p. m. 


. Sunday, January 22, 1939—Committee on Scien- 
tific Work—Hotel Olds, Lansing—3:00 p. m. 


. Saturday and Sunday, January 28-29, 1939—Mid- 
winter Meeting of The Council—Hotel Statler, 
Detroit. 


. Monday, February 6, 1939—Cancer Committee 
—Woman’s League Bldg., Ann Arbor—6:30 p. m. 


Jour. M.S.M.S. 
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SUNDAY MORNING SESSION 
January 8, 1939 


A special meeting of the House of Delegates of 
the Michigan State Medical Society was held at the 
Statler Hotel, Detroit, Michigan, at ten thirty-five 
o’clock, Dr. Philip A. Riley, the Speaker, presiding. 

THE SPEAKER: The Special Session of the Michi- 
gan State Medical Society House of Delegates will 
now come to order. 

Mr. Secretary, will you read the call for the Spe- 
cial Session? 

The Call for the Special Session was read by the 
Secretary, Dr. L. Fernald Foster. 
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SPECIAL SESSION—HOUSE OF DELEGATES 





THE SPEAKER: Gentlemen, you have heard the 
call for the Special Session. 

Dr. Ledwidge, as Chairman of the Credentials 
Committee, will you give us a report? 

Dr. P. L. Lepwipce (Wayne County): I have 
here the credentials of sixty-eight delegates who 
have been certified by the Credentials Committee. 

I move that they be accepted as the official roll 
call. 

THE SPEAKER: There has been a motion made 
that sixty-eight constitute the roll call. Is there a 
second to that motion? 

The motion was seconded by Dr. Andrew P. 
Biddle of Wayne County and carried. 

The Credentials Committee presented several spe- 
cial cases; the House of Delegates voted on the eli- 
gibility of these delegates, in accordance with the 
By-laws. 

THE SPEAKER: The Reference Committees which 
were appointed last September will hold over for 
this Special Session. 

Vice Speaker Martin H. Hoffman took the chair. 

THE ViIcE SPEAKER: We will now hear the ad- 
—_ of the Speaker of the House, Dr. Philip A. 

iley. 


SPEAKER’S ADDRESS 


Dr. Riley read the address of the Speaker. 


Mr. President, President-Elect, Councillors and 
members of the House of Delegates: 


This is my first occasion to wish you all a Happy 
New Year and I do so from the bottom of my 
heart. I feel that during the year of 1939 many of 
our problems will be brought to a conclusion. Dur- 
ing the past year, in spite of bewilderment, confu- 
sion of ideas and chaos, great strides forward have 
been made. 


At our September meeting of last year, the Com- 
mittee on the Distribution of Medical Care brought 
in a summary of a tremendous amount of work. 
Certain principles of this summary were approved 
and certified for further study. You voted at that 
timé to have this committee bring in a report of 
further work done at a special meeting in the near 
future. We are here today for purpose. 


If you remember, at cur meeting in September, 
we were a bit confused as to what course we 
should follow, and as to what action we should 
take. The medical profession of the entire country 
were in the same boat with us. The A.M.A. had 
called a special meeting of its House of Delegates 
and it was less than three months after the time of 
the regular meeting. A conference had been called 
in Washington to help solve these problems. Hos- 
pital insurance had taken on a sudden growth and 
words of praise were all that could be heard for 
the idea. Various organizations were clamoring for 
a plan for the prepayment of medical care. These 
organizations ranged from CIO Unions to the com- 
mittee of 400. 

Since our meeting in September, many changes 
have taken place. I think probably the most signifi- 
cant change has effected the doctors themselves. 
We have lost the jitters, or, in other words, we 
have regained confidence in curselves and our own 
ability on how to run our own business. We have 
awakened to the fact that we know more about our 
own business than do the synthetic secretaries at- 
tached to political band wagons. 

Since our meeting in September, hospital insurance 
has taken on further growth to the point where to- 
day it is as much a part of our natural life as fire 
and theft insurance. It protects the individual 
against catastrophy the same as fire insurance does. 

Since our meeting in September, we have had a 
national election with the conservative element com- 
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ing rapidly to the front and in the last few weeks 
the economic index of the country has greatly im- 
proved. While long overdue, nevertheless the im- 
provement has come. The economic situation of the 
country is the most vital factor of all when we talk 
about medical economics. The people of this coun- 
try are inherently honest and will avail themselves 
of adequate medical care when economic conditions 
provide the men with jobs. 

During the past year several commercial compa- 
nies have entered the field of sickness indemnity. 
The price of the policies vary from four cents a 
day to seven cents a day. Some of these com- 
panies will pay the patient in cash while others will 
pay the doctor. It remains to be seen which is the 
best plan. Various State Medical Societies, such as 
California, Wisconsin and New York have entered 
the field of sickness insurance. I am not familiar 
with the details of their plans but no doubt they 
have their good and bad points. 

Following the recommendation of the House of 
Delegates in September our own committee on the 
Distribution of Medical Care, headed by Dr. Pino, 
have done a tremendous amount of work along this 
line. We are here today to hear their report. We 
have several courses left open to us. We can adopt 
it as it stands or we can adopt it with amendments 
to it. We can flatly reject it or we can approve part 
of it and send it back to the committee for further 
study. We can approve it and send it to our mem- 
bership for a referendum vote, and, lastly, we can 
accept the report and put it on the shelf. I sincerely 
hope that this last procedure is not resorted to. 
To do such a thing would be a great miscarriage of 
effort and go down in our records as another 
“Love’s Labor Lost.” 

(Applause) 

THE VicE SPEAKER: The Speaker’s Address will 
be referred to the Reference Committee on Officers’ 
Reports. 

Dr. FRANK E. REEDER (Genesee County): I rise 
at this occasion to ask if it would not be proper, as 
was done in the House of Delegates at Chicago, to 
permit all members of the profession to sit in at this 
meeting. We have been approached by members of 
the profession who are not delegates who desire to 
listen in, and I think they are entitled to do so. 
Whether it requires any action or not, I do not 
know, but it would seem to me it is the right thing, 
gentlemen, for us to do. 

THE Vice SPEAKER: The Chair would rule that 
is a matter for the House’s consideration and would 
entertain a motion to that effect. 

Dr. ANpbrREw P. Brippt—E (Wayne County): I 
make that motion. 

The motion was seconded and carried. 

Tue Vice SPEAKER: The gentlemen and ladies, if 
there be any, may be seated for the session. 

THE Vice SPEAKER: The next order of business 
is the address of your President, Dr. Henry A. Luce. 
(Applause) 


PRESIDENT’S ADDRESS 


PRESIDENT Luce: Mr. Vice Speaker, Members of 
the House of Delegates, and Guests: 


At the onset, your president desires to express 
his tribute—and in this he feels that he is express- 
ing the feelings of the entire organization—to the 
members of the committee, to those who have not 
officially been members of the committee, to the 
officers of the society, to the executive secretary, 
and to all their assistants for the efforts that have 
been expended and the sacrifices that have been 
made in the preparation of subject matter to be 
presented to this group. 


I also have a pardonable pride in the attitudes and 
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motivations of the entire group here assembled. 
You have come here today at your own expense, to- 
gether with the coincident loss of income entailed 
with your absence from your fields of labor. For 
what purpose? Not a selfish motive, not an econom- 
ic one, but for the purpose of making a contribu- 
tion to the health of the community. Even more 
than that, there are involved other implications that 
affect our political integrity. They involve our much 
cherished American democracy. Shall individualism, 
self-responsibility and free enterprise be maintained, 
or shall compulsory regulation and regimentation 
be instituted? Shall the determination of medical 
care for the low income group be a matter of gov- 
ernmental regulation or shall it become a function 
of private communities ? 

Your president at this point wishes to express his 
keen appreciation and that of the Michigan State 
Medical Society for the portion of the recent inau- 
gural address of Governor Fitzgerald: “Plans have 
been advanced for socialized medicine calling for 
designated physicians to attend the needy. I do not 
favor this system. I believe persons in need should 
not be denied the right of selection of their own 
physicians or dentists simply because they are in 
distress. I propose that such persons be allowed to 
select their own physicians, just as you and I, and 
that the cost be met from the welfare health fund. 
In other words, I believe the patient-physician re- 
lationship should be preserved.” (Applause) 

The word “compulsory” has no place in demo- 
cratic America. The term “compulsory” brings the 
threat of Communism and Nazism with their train 
of sabotage, treason, cruelty and the indescribable 
squalor of concentration camps. 

You, as a group today, are not attacking your 
own problem or that of your patients, solely. As 
before stated, the problem is far greater and broad- 
er and it is sincerely believed that this broad view 
will be taken and met with characteristic fortitude 
and sound judgment. 

The ability to act wisely and constructively in 
difficult situations is the essence, not only of mental 
soundness, but also of statemanship and leadership. 

Groups act not unlike individuals when faced with 
difficult situations. The well-balanced, efficient per- 
son attempts to solve his problems in a frank, 
straightforward manner. He first tries to under- 
stand the facts and then faces them squarely as they 
are, no matter how disagreeable or foreboding they 
may be. Individuals dodge reality by evading re- 
sponsibilities, minimizing difficulties, by self-justifi- 
cation through shifting of blame, and by procrasti- 
nation and rationalization. 

It is sincerely hoped and expected that this group, 
made up of intelligent, mature adults, will frankly 
and squarely face reality, and as a result will make 
decisions in which we will all abide with inexorable 
determination, safe in the knowledge that such acts 
are honest, sincere and motivated by an unselfish 
wish to make a distinct contribution to our social 
and political welfare. 

I know of no other group in which patriotism, 
high ideals and the sense of responsibility are pres- 
ent to the degree represented by our organization. 
To no other group would I leave the responsibility 
with less fear of error and un-American activities. 
“Strength to your arms and wisdom to your judg- 
ment.” 

At this time I should like to take a few minutes 
of your time to discuss a matter which I consider 
is well worth your attention. 

_Recent attacks on the medical profession of the 
United States have endeavored to create the impres- 
sion that organized medicine is divided against it- 
self and that many physicians are in revolt. The 
Statement is untrue. 
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Organized medicine speaks through its House of 
Delegates, a democratically chosen representative 
body. At the very first meeting in which the Ameri- 
can Medical Association was founded, differences of 
opinion as to methods of procedure arose and were 
openly discussed. The democracy of that first meet- 
ing of the American Medical Association has be- 
come a tradition. The representatives of the 111,000 
members of the Association are always free to dis- 
cuss in open meeting their opinions on the various 
phases of the problems which constantly confront 
the profession. It is significant that the member- 
ship of the Association is today the greatest in its 
history and that few if any of those said to be in 
revolt have resigned their membership. 

At times differences of opinion may have given 
the impression that the doctors cannot agree among 
themselves. I leave it to you gentlemen and to a 
grateful public to decide whether organized medi- 
cine, comprising, as it does, each one of you indi- 
vidually as well as our county and state societies, 
could have reached the high plane of organized per- 
fection and prestige had we not been able in the 
long run to discuss and settle our individual differ- 
ences of opinion. 

We have been assailed by the Government of the 
United States with an indictment that we constitute 
a monopoly and that our actions through our dele- 
gated authorities in the American Medical Associa- 
tion have violated the laws of this country as they 
apply to interstate commerce and restraint of trade. 

The policies of the American Medical Association 
have been formulated by the membership of that 
Association. Had that membership at any time dur- 
ing the years I have served as a member of the 
national House of Delegates disagreed with those 
policies which I as a delegate have had a part in 
forming, I cannot make myself believe that I would 
have been returned to the national House term after 
term. I have sat in committee meetings with dele- 
gates from other states and have differed with them 
at times on what method should be pursued to the 
best interests of the American people and American 
medicine, but never has there come forth from any 
of these committee meetings, much less passed by 
the House of Delegates, any policy which I could 
not conscientiously support. 

The policies of the American Medical Association 
are the policies of the Michigan State Medical So- 
ciety and of every county society in the state of 
Michigan and in the United States. For the grand 
jury at Washington to indict five officials of our 
national organization may be legally correct. I have 
not a legal training, but my medical experience 
teaches me to treat the etiological factor at the point 
of origin. The five officials of the American Medi- 
cal Association have interpreted the actions of the 
House of Delegates of the AMA. The State Socie- 
ties have indorsed the actions of the national body. 
111,000 physicians constitute the State Socities. At 
the very least from a medical and ethical point of 
view, if the five officials of the AMA have done any- 
thing wrong, the Government should have officially 
indicted me and every other member of organized 
medicine. 

I, for one, would like to have the American peo- 
ple know that I personally as a physician feel that I 
have been indicted by the United States Govern- 
ment; that the impugned reflection on the integrity 
of the American Medical Association is considered 
by me as a reflection upon myself. I believe that the 
rest of you feel much the same. 

I should like to have every citizen of the United 
States know that his family physician has been in- 
dicted. Can you make that mother whose child’s 
life has been saved think that her doctor is a knave? 
Can the millions of people that twenty-five years 
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ago would have died of typhoid, diphtheria, diabe- 
tes, cholera infantum and other diseases, who walk 
the streets to day and enjoy life’s bounty, be made 
to say that American medicine deserves indictment? 
The blind have been made to see, the lame to walk, 
and the ill restored to health under our American 
system that never has defaulted an obligation nor 
proved unfaithful to trust. 

I would like to have the American people know 
that the medical profession of this country stands 
united in opposition to this indictment and the at- 
tacks made on its integrity. We always have pre- 
sented a united front, not only in the battle for 
the best public health service for the people, but in 
the constant seeking for better ways of providing 
medical service and care. That this united front 
exists is proved by the great attainments made by 
American medicine since the American Medical As- 
sociation was created in 1847 for the initial purpose 
of improving medical education. Today our medical 
schools are the outstanding ones in the world. Our 
research centers are leading the werld into new 
avenues of medical knowledge. Today the medical 
world comes to America for its postgraduate studies 
rather than American physicians going to foreign 
countries for further studies, as was true a century 
ago. A united profession has attained all of these 
things, not for themselves but for the people, and 
a united profession will continue to oppose all that 
is inimical to the welfare of the people and fight for 
those things which best serve the people’s interests. 

(Applause) 

THE Vice SPEAKER: The President’s address will 
be referred to the Reference Committee on Officers’ 
Reports. 

The Vice Speaker will now turn the meeting back 
to the Speaker. 

The Speaker resumed the chair. 

THe SPEAKER: We will now hear a word from 
our President-Elect, Dr. B. R. Corbus. (Applause) 


PRESIDENT-ELECT’S GREETINGS 


Mr. Speaker, Members of the House of Dele- 
gates: I have no message to bring you. You have 
heard a very stimulating and important message 
from the President. I do feel that we have before 
us today perhaps the most important subject, coming 
at the most important time, of any meeting that we 
have perhaps ever had. I know you will meet the 
problem with your usual good judgment. 

I have tremendous faith in the House of Dele- 
gates. I have had long experience in judging the 
temper of the House of Delegates. They never yet 
have failed to approach a subject with sanity and 
judgment. It has been surprising in times gone by, 
when the House has met with important policies to 
be decided and when the Council has been con- 
cerned, because of their greater opportunities to 
face the problems which were to come up they have 
had the opportunity of further study. 

So I know that we are going to meet this prob- 
lem in the same way, in a determined way and in a 
manner which will be for the safety of the medical 
profession of Michigan and this country. I thank 
you. (Applause) 

THE SPEAKER: Thank you, Dr. Corbus. 

We shall now hear the report of the Council by 
Dr. Paul R. Urmston, Chairman of the Council. 


REPORT OF THE COUNCIL 


Dr. Paut R. Urmston: Mr. Speaker and Mem- 
bers of the House of Delegates: The Council sub- 
mits the report that you have been looking for 
anxiously and awaiting since September. 

There has been some criticism of your officers 
that we did not call the meeting sooner, but if you 
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knew the tremendous amount of work of your Com- 
mittee on Distribution of Medical Care and the time 
spent in evolving any plan to be submitted to you 
today, you would appreciate the time and delibera- 
tion required. There should be no criticism by any 
member of the medical profession of the State of 
Michigan for the work done by your committees. 
The committees are representatives of you, and for 
the interest of the medical profession and the public 
it takes time and many deliberations to evolve a plan 
of the importance presented to you today. 


Group Hospital Service and Group Medical Care 
Plans 


At the Seventy-third Annual Meeting of the Mich- 
igan State Medical Society, held in Detroit last Sep- 
tember, the House of Delegates received a consid- 
erable amount of material from the Committee on 
Distribution of Medical Care covering the subjects 
of (a) Group Hospitalization; and (b) Group Med- 
ical Care Plans. The House of Delegates Reference 
Committee presented the following report on the 
Committee’s activities: 


“We approve the principle of voluntary hospital 
insurance, providing that hospital insurance be so 
defined that it does not include professional serv- 
ices by a doctor of medicine. We also recognize 
the merits of certain principles in voluntary health 
insurance, and we therefore urge that Recommen- 
dation IV of the ‘General Program of Medical 
Care’ as defined by the American Medical Asso- 
ciation, September 17, be adopted in principle by 
the Michigan State Medical Society. We further 
recommend that the Committee on Distribution of 
Medical Care continue with more detailed studies 
of an acceptable insurance program—these studies 
to be presented to a special meeting of the House 
of Delegates in the near future.” 


In the past few months, the members of The 
Council have become thoroughly convinced that the 
membership of the society generally, throughout the 
state, desires to put into active operation a state- 
wide system for the prepayment of medical care and 
hospital service through the pooling of funds there- 
for. The public desire is evidenced numerous ways 
—the growth of so-called “non-profit hospital asso- 
ciations,” the Governor’s message to the Legislature 
urging group hospitalization, the pressure of com- 
munity groups and certain employers, the statements 
of labor leaders, and the unanimous endorsement by 
farm organizations, many of whom are now only 
awaiting the action which the House of Delegates 
of the Michigan State Medical Society will take at 
this meeting to determine their own course. 

In the problem of bringing adequate hospital serv- 
ice and medical care within the reach of every 
citizen of the low-income group of the community, 
the responsibility lies primarily with the community 
itself and secondarily with the medical profession 
and allied health groups. Some have mistakenly 
supposed that the doctors of medicine had to assume 
the whole burden, furnish the plan, raise the money 
and take all the risks, put on a sales campaign and 
do all the work, medical and financial, in the public 
interest. 

By enlisting the community in such an enterprise, 
the greatest possible barrier against governmental 
interference would be built. Therefore, the Commit- 
tee on Distribution of Medical Care presents to us 
a statewide community health service founded on 
the development of lesser community groups built 
around a board of directors chosen by interested 
groups including industry, labor, agriculture, medi- 
cine, dentistry, hospitals, education, religious organi- 
zations and other interested groups for the purpose 
of furnishing non-profit voluntary hospital service 
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and non-profit voluntary medical care based on the 
principles laid down in the plans developed by the 

Committee on Distribution of Medical Care. 

The purposes of this meeting are to consider and 
to act upon the proposals contained in the notice 
of the meeting. The undertaking is a large one. 
The report and exhibits of the Committee on Dis- 
tribution of Medical Care were reviewed by The 
Council at a meeting held last night; these are pre- 
sented to you in full for your consideration. 

The projected plan of group medical care contains 
several matters to which The Council directs your 
particular attention: (1) the plan is open to all li- 
censed doctors of medicine in the state who agree 
to the rules and regulations; (2) the subscribers 
have complete freedom of choice; (3) the control 
of the administration and policy of medical service 
is to be vested in the medical profession; (4) the 
medical services are to be paid out of available 
pooled funds on a unit system. Such a system af- 
fords freedom of action, insures the success of the 
plan and if dues are not placed at a proper figure 
they can be rectified at any time. The situation is 
entirely different from that where the doctors agree 
to work on a unit system with dues fixed by an in- 
tervening agency over which the doctors have no 
control. Moreover, use of the unit system for sub- 
scribers permits the placing of a “ceiling” on the 
maximum cost of medical care per person; the true 
insurance principle—definite rates and definite bene- 
fits—is preserved under this system. 

Se far as possible, district administration will be 
put on an autonomous basis. In the discussion the 
Council suggests that discussion here should be cen- 
tered upon fundamentals and not upon details. In 
the deliberations of this body it will be impossible 
to work out or decide the many details in the in- 
auguration of a plan designed for state-wide cover- 
age eventually. The type of plan that the profes- 
sion desires, and its fundamental tenets, we respect- 
fully suggest should form the topics of your delib- 
erations. Details must be entrusted to representa- 
tives from various geographical areas and differing 
conditions of medical practice. 

Recommendation: The Council respectfully rec- 
ommends that this House of Delegataes, after due 
consideration and discussion, instruct The Council 
to take the necessary actions to create and put into 
operation an organization or organizations contain- 
ing the essential provisions embodied in the tentative 
drafts as presented by The Committee on Distribu- 
tion of Medical Care. 

Respectfully submitted, 
THE Councit, M.S.M.S. 
By P. R. Urmston, M.D. 
Chairman 
ATTEST: 
L. Fernald Foster, M.D. 
Secretary 

Dr. Urmston: Mr. Speaker, I now ask you to 
call upon the Chairman of the Committee on Dis- 
tribution of Medical Care to present these plans. 
Thank you. 

THE SPEAKER: The Chairman’s address will be 
referred to the Committee on Council Reports. 

The big moment has now arrived. Will Dr. Pino 
come forward? (Applause) 

Dr. RatpH H. Prno (Wayne County): Mr. 
Speaker and Gentlemen of the House of Delegates: 
He shouldn’t have said what he said exactly because 
it makes the fall harder, if the fall comes. 

I want to read to you in its entirety the Report 
ot the Committee on the Distribution of Medical 
Care before we take up any comments from the 
House of Delegates, in order that we may bring to 
you some of the thoughts that have accumulated 
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around the definite proposals that we shall make. 

It would be unnecessary, I believe, to do any 
more today than simply to accept one of three pro- 
posals, had you had the opportunity of sitting with 
us through many sessions in arriving at our con- 
clusions. Had that been possible, you would be able 
to see what we see when we stack up, so to speak, 
one thought against another. We have one definite 
opinion as to what should be done, and then some- 
one else brings up an opposing opinion and we get 
together in the middle of the road somewhere. I 
want to say to you that we have come together in 
the middle of the road as near as we believe it hu- 
manly possible to do in thinking of the interests pri- 
marily of the people, and then of the medical pro- 
fession and all groups concerned. 

Dr. Pino read the Report of the Committee on 
Distribution of Medical Care to The Council of the 
Michigan State Medical Society, during the reading 
of — he made interpolations. (Noted in smaller 
type. 


REPORT OF THE COMMITTEE ON 
iti MEDICAL 


Group Hospitalization is insurance, but it is not 
a non-profit form of private insurance, rather it is 
a non-governmental form of public insurance. The 
voluntary movement of non-profit public insurance 
is in direct competition with the government, rather 
than with the private insurance carrier. To make 
certain the success, proper administration, and gen- 
eral availability of non-profit, voluntary hospital in- 
surance, a special enabling act covering this type of 
organization has been felt requisite by most of the 
states, and a number of such acts have been passed 
by state legislatures. 

Your Committee began its work on the assump- 
tion that both group hospitalization and group medi- 
cal care should be offered to the public as one serv- 
ice, in the best interests of the people. Therefore, 
your Committee developed 

1. A proposed Enabling Act, covering both hos- 
pital service and medical care (Exhibit A). 

One primary motive in thinking that through was this: 
You recall that we were told that any plan of hospital in- 
surance that should come forward must eliminate all med- 
ical services. In order, therefore, to provide the hospital 
insurance and the necessary medical insurance—that is, 
x-ray, laboratory and anesthesia—it would be necessary to 
set up alongside of the hospital insurance some medical 
insurance in order that we might compete with any group 
who would set up the other. Therefore, the necessity of 


an enabling act covering both hospital service and medical 
care, 


2. The proposed by-laws of the corporation, per- 
mitted under the Enabling Act, offering both hospi- 
tal service and medical care (Exhibit B). 

3. Articles of Incorporation (Exhibit C). 

In other words, we have gone through the setting up of 
practically all the necessary details leading up to that. I 
would suggest that you not try to look at that while we 
are going over this outline. 

Hospital insurance—a form of public service— 
must be made available to the largest part of the 
population. Therefore, the rate should be as low as 
is consistent with sound actuarial experience. 

In the contract with the subscriber, the rates and 
benefits, as studied by your committee, could be 
briefed as follows: 


Ward Plan (Groups Only) 
Rates 
$ .60 a month, subscriber (employed). 

1.25 a month, subscriber and one or more de- 
pendents (wife, or husband and all unmar- 
ried children under 21 years, living at 
home). 
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1.00 registration fee per family. 

60 for each additional adult dependent living 
with subscriber and totally dependent on 
subscriber for financial support. 
Semi-Private Plan (Groups Only) 

Rates 

$ .75 a month, subscriber (employed). 

1.50 a month, subscriber and spouse. 

1.75 a month, subscriber and dependent family, 
under 21 years, unmarried and living at 
home. 

1.00 registration fee per family. 

75 for each additional adult dependent living 
with subscriber and totally dependent on sub- 
scriber for financial support. 


Let us not fall down over any detail of that kind. There 
is sufficient precedence upon which to go. We know what 
this will do by present experience. We know by the ex- 
perience here mentioned that it is possible to do more 
than is outlined in what is offered. We know that it 
creates a reserve. We know that we want that reserve 
created not for the purpose of increasing the cost of the 
hospital bed but of giving increased benefits to the patient. 
I think you can read through and around that statement. 


Benefits 


Maximum of 21 days’ care the first year; 23 days 
the second year; 25 the third year; 27 the fourth 
year; 30 the fifth and subsequent years. 


The reason for increasing those days as the years go by 
is to offer a premium to the individual who remains in. 


Complete, beginning the first day. 
In other words, no waiting period. 


General nursing service. 

Operating and Delivery Rooms as often as neces- 
sary, ordinary medications, surgical dressings, or- 
dinary plaster casts. 

Meals and dietetic service. 

$3.00 (ward plan) or $4.00 (semi-private plan) a 
day towards purchase of private room (with con- 
sent of physician). 

Ambulance service in metropolitan area when or- 
dered by physician. 


$3.50 to $5.00 a day to out-of-state hospitals for 
emergency and accident care. 


Maternity coverage after ten months (the patient 
paying $2.00 per day towards each day’s care—to 
cover cost of two persons in hospital). 


Again let us not be disturbed about points of that kind. 
That can be entirely taken out of there if it seems the 
thing to do. It is put in as a buffer. 


Twenty-five per cent of all hospital costs for 120 
additional days. 
Age limit for new subscribers—65 years. 


Anyone coming in at sixty-five, however, could continue 
to any age as long as the policy does not lapse. 


Rates to Hospitals 


$4.50 per day (ward plan)—subject to individual 
agreements with hospital. 

$6.00 per day (semi-private)—subject to individual 
agreements with hospital. 


Now you will notice a difference in the amount paid 
here. Here is $4.50 and $6, above $3.50 and $5, and there 
is a definite explanation for those things. Again those 
things can be adjusted... Let us not spend a great deal 
of time over that right now. It can be brought up by 
the Reference Committee if they so wish. There is a log- 
ical explanation for it and we would be glad to take it 
up with you. 


Your Committee on the Distribution of Medical 
Care developed in detail the proposed contract with 
the subscriber, based on the above essentials. 
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Within recent months, a number of lay-controlled 
corporations (other than insurance carriers) have 
been formed under the Insurance Code or the Cor- 
poration Code of the State of Michigan, to offer 
group hospitalization. These organizations have 
tended to stimulate a great public interest and desire 
for a group hospitalization plan sponsored by (a) 
the medical profession; (b) the hospitals; and (c) 
the public. To supply this ready market, certain 
hospital executives have within the last. few weeks 
formed a group hospitalization corporation under 
the Corporation and Securities Commission—not the 
Insurance Department; this plan was developed in- 
independently of the medical profession and of the 
public. Still believing that the best interests of the 
public would be served by a true non-profit, volun- 
tary organization sponsored jointly by the medical 
profession, the hospitals and the public, which had 
as its firm foundation an enabling act, representa- 
tives of the medical profession invited representa- 
tives of this recently-formed corporation to meet 
together on January 3, for the purpose of ironing 
out the major difficulty—certain diagnostic services 
—and meeting on a common ground. 


On every occasion and in every way, we have gone along 
in an attempt to work together with every group who have 
tried to do something along this line. The problem re- 
mained unsolved after a six-hour discussion at our last 
meeting with that group. 


One item of business taken up at this meeting 
was the “proposed model law to enable the forma- 
tion of non-profit hospital service associations un- 
der the supervision of the various state depart- 
ments of insurance” which was drafted by the Com- 
mittee on Hospital Service and Council on Hospital 
Care Insurance of the American Hospital Associa- 
tion. A copy of this proposed model law is present- 
ed to you today as... (Exhibit D). No provision 
for group medical care is included in this proposal. 


Now we were able to come to some conclusion with 
that group of hospitals who are setting up that particular 
plan as far as x-ray is concerned, and I have letters to the 
point that as far as the State Roentgenological Society is 
concerned they are satisfied with that arrangement. 

However, we have arrived at no conclusion as far as 
anesthesia and laboratory services are concerned. Where 
does that place us in the possibility of codperating with that 
group of hospitals who are trying to set that up? Simply 
here, that we cannot go along with them until those other 
things are ironed out, according to the conclusion reached 
at the Annual Meeting of the State Society. And in order 
that it might not at some other point take up a good deal 
of time, it occurs to us that any organization setting up a 
type of hospital insurance should be formed through the 
Insurance Department rather than through some _ other 
department of the state set-up. 

On the matter of hospital insurance, there are three 
questions that we wish you to decide. 


Questions of the Committee 


1. Do you wish to instruct your Committee on 
Distribution of Medical Care to continue ef- 
forts with the Michigan Hospital Association 
and the representatives of labor, industry, ag- 
riculture, religious and educational organiza- 
tions, community councils, and other interested 
groups, in an attempt to obtain a non-profit 
group hospitalization plan sponsored jointly by 
the medical profession, the hospitals and the 
public? 

or 

2. Do you wish to instruct your Committee to de- 
velop a non-profit. group hospitalization corpo- 
ration, owned and controlled by the State So- 
ciety, which indemnifies the patient in cash, 
and not in service benefits, said corporation to 
be a mutual or codperative organization under 
the Insurance Code? 

or 
3. Do you wish to instruct your Committee to as- 
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similate or affiliate with one or more of the 
lay-controlled group hospitalization corpora- 
tions (other than insurance carriers), which 
are already doing business? 


Now let us come back to Question No. 1. : 

If you could have been at the various conferences with 
us and have heard the opposing opinions as to whether or 
not the Michigan State Medical Society should enter into 
the insurance business, or whether or not we should com- 
bine with others, you would have found it pretty much con- 
densed in the conclusion being that we should do what is 
emphasized in No. 1. ' 

In the first place, we have learned that the public feels 
that the practice of medicine is very much their business. 
It is an established psychological set-up in the minds of 
the American people within the last few years. It seems, 
therefore, an appropriate thing, particularly in these low- 
income groups, that we should unite with industry (cer- 
tainly they have stakes in it), that we should unite with 
labor, that we should unite with agriculture, that we should 
unite with educational interests, that we should unite with 
community chest interests, if we are going to be able to 
go to the legislature with an enabling act that will not be 
shot at as something that is purely from the medical pro- 
fession. 

But we say and we have maintained that these groups 
are getting medical care. I want to refer to one of these 
groups particularly and that is the Grange, representing 
agriculture. In meeting with one of the most influential 
members of the Grange, not alone in Michigan but in the 
United States, a few days ago, I said, ‘“‘But remember this, 
there is no country where medical care is so nearly ade- 
quate as in the United States.” ; 

This individual, whose influence compares favorably’ with 
the influence of any doctor in the United States, said to 
me, “You do not know what the condition of medical care 
is among the farmers of the United States, when you con- 
sider the cost as compared with what the cost used to be.” 
Making a personal reference, this individual said, ‘‘When 
you lived on a farm” (and was discussing this from 
experience) “there were not transfusions, there were not 
pneumonia typings to be done.’’ I was surprised at the 
extent of knowledge that these people have of what is re- 
quired in medical care. He went into the question of milk 
production, where they have to be so careful now in_see- 
ing to it that they dé not have undulant. fever. ‘Here 
are these things and if we do not have some way where- 
by we can put $2 a month of $3 or whatever it is in 
to pay for them, we are going to the United States Gov- 
ernment and are going to ask that it be gotten otherwise.” 

I want to tell you that the sympathetic attitute of that 
individual was not antagonistic at all. They just had this to 
say, “All right, we understand your problems, but we must 
have it.” 

That brings us to this: Shall we not go to agriculture 
and to labor and to industry and say, ‘‘Come on with us. 
Let us do this thing together?” If at this time we do that, 
there is very great likelihood that they will leave the man- 
agement of it to us. We find there is very great interest 
on the part of important industrialists and others to want 
to come in with us to guide us from their angle and to let 
us do this as we think it ought to be done. 

“No. 2. Do you wish to instruct your Committee to de- 

velop a non-profit group hospitalization corporation, owned 
and controlled by the State Society?” There is a possi- 
bility, but on that day when the House of Delegates of 
this Society instructs this Society to do that independently 
and on their own, the President of the Michigan State 
Medical Society becomes the president of an insurance 
company and he has great loads on his shoulders at the 
present time in relationship to medical care in the State 
of Michigan. On that day the Executive Committee of 
your Council becomes the Board of Directors, so to speak, 
of an insurance company. 
_ We still believe it can be done if it is necessary, but is 
it necessary for us to assume that when these others want 
to come in and help? If we do it ourselves, believe me, 
gentlemen, they will be sitting back and saying, ‘“‘Let’s see 
what they can do. Let’s see how it comes out.” 

“No. 3. Do you wish to instruct your Committee to 
assimilate or affiliate with one or more of the lay-controlled 
group hospitalization corporations other than insurance car- 
tiers, which are already doing business?’’ 

I want to add in there not alone “other than insurance 
carriers” because the problem comes up that the. insurance 
Carriers are the companies such as the Metropolitan, Pru- 
dential, and the larger insurance companies. Those who 
are not insurance carriers are such concerns as come up 
from time to time and try to write this kind of insurance. 

We have those in the group constituting the Committee 
on the Distribution of Medical Care who were definitely 
imbued with the fact that we should turn this matter en- 
tirely over to the insurance companies, and very honestly, 
men who have made a deep study of it. One of these men 
we had appointed to the Committee because of that knowl- 
edge. he Executive Committee asked us to appoint a 
subcommittee to look into. the possibilities of doing just 
that thing. I am trying to give you the argument. 

. Wouldn’t it seem logical to say here, We want to prac- 
tice medicine. We don’t want'the insurance companies to 
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practice medicine. Therefore, they don’t want us to go 
_— the insurance business. That seemed very logical in- 
eed. 

So this subcommittee had many conferences with men 
who represented not alone the individual insurance com- 
pany but those who represented the association to which 
these companies belonged. This subcommittee was a strong 
committee. was very much surprised when the report 
came in: It can’t be done. 

Now, if you would like to go into the discussions of 
why it can’t be done and want to take three hours for it 
right now, we will do so and go into many statistical de- 
tails. We will not do that, but it can be done. We can 
relinquish our interest, so to speak. We can even go to 
the board of directors of some of these companies and turn 
it over to them. Some of the regular insurance carriers, 
those who write not only sickness and accident but health 
insurance, tell us that they don’t know that they want to 
do it in this group under any circumstances. There are 
those companies who today are just waiting for us to 
support their plan and to come in with them to a certain 
extent. 

Our conclusions are these, as has been the thought of 
the medical profession from the time we first heard the 
matter of socialization of medicine discussed, that on that 
day, when there is any form of socialization of medicine 
there will be those commercial interests, whether it be the 
selling of bed pans or the selling of insurance for a profit. 
Labor and agriculture are saying, ‘‘We want to enter into 
a non-profit thing.’ 

Mr. Martell, at the meeting in Lansing some time ago, 
got up and made this statement, “We find it to be the 
opinion of labor that they do not propose to enter into 
any plan that gives to the profit insurance carrier 30 per 
cent or more of the profit, taking it out of the medical 
care that they feel is due them.’”’ When it comes to deal- 
ing with this low income group, where the medieal pro- 
fession sacrifices in its fees and others are sacrificing all 
along the line, I want to say to you that Mr. Martell was 
right in that regard. That is my personal opinion. 


Group Medical Care 


The utilization of the group principle in the wider 
distribution of quality medical care in América has 
not been sufficiently general or broad to. present 
much actuarial data or accurate experience tables. 


That has been a thought in the minds of many members 
of the medical profession and, therefore, has created fear. 
Now let me read you the next statement. 


Nevertheless, private insurance companies are set- 


ting up this type of coverage this year in 55 new 
policies. 


They do not fear it. 


In our own state, the State Society's Committee on 
Medical Economics made an exhaustive survey and 
presented some interesting data and statistics to 
the M.S.M.S. House of Delegates in 1934. The 
Committee’s estimates for annual cost and expend- 
iture figures on the services of physicians actually 
purchased were: 


(a) General practitioner of medi- 
cine $ 5.00 per person 
(b) Report of Annual Physical 
Examination .50 per person 
(c) Report of Immunization... .25 per person 
(d) Medical Specialists’ Services 3.00 per person 
(e) Laboratory Services ...... 1.00 per person 





per person 
(f) Administration, 10% .98 per person 
(g) Surplus, 5% .49 per person 





GRAND TOTAL $11.22 per person per annum 


And again let us not stumble over detail in this partic- 


ular regard. It is subject to expansion or contraction. 

Whatever may have become of that report, which cost 
much and is very valuable, these figures can be depended 
upon. 

Please note the above includes only the figures for 
that portion of medical care which can be done by a 
doctor of medicine exclusively and unaided, in pri- 
vate practice, with some few exceptions. 

Based on the above figures, which represent ex- 
penditures for services actually purchased—not for 
all the services desired, a high percentage of physi- 
cians’ services now being .purchased could be under- 
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written under the insurance principle at approximate- 
ly $1.00 per month per subscriber in any group med- 
ical care plan. However, this $1.00 per month sub- 
scription might not be an adequate premium to cov- 
er all the medical services needed and procurable 
from the physician. Thus the same standard ob- 
jection could be raised: That for a very definite 
and limited premium, a very indefinite and unlimited 
amount of service is promised by the physician. 
This is a travesty on the insurance principle. 


In life insurance they charge a certain premium. They 
know that you are going to die and the amount of money 
that will be paid out can be estimated. But if you pay 
a certain premium for sickness insurance and then have 
the sky the limit it just can’t work and, therefore, should 
not be called insurance, and that is the reason for that 
statement. We can go into further detail if you like. 


If the total of medical cost per person is set at a 
maximum limit, and if a limitation is made whereby 
the individual assumes the cost of the initial and 
minor charges of the illness, the very modest rate 
of $1.00 per employed subscriber might be set, which 
would adequately cover the catastrophic occurrences 
of illness in the borderline and low-income groups 
especially (up to incomes of $1,500.00). 


Again let us not fall over that $1,500. Remember the 
interests in Washington, we understand,. would like to 
double that. 


To accomplish this, benefits could be placed on 
either one of two bases: 


1. The “unit system,” whereby an employed sub- 
scriber would be entitled to a maximum block 
of units (not dollars) of medical service, as 
for example: 








ee, Oe I iw cledeveleawesmecwa 300 units 
De ED 6b cewecndeteeesadeweews 300 units 
i CE pec roceeneseenvonwnnens 100 units 
EE, - ales nip kne bind tice eae ence weenie 150 units 
Miscellaneous diagnostic service............. 150 units 

A aia nea wnt Wai asd alae e wack andes 1,000 units 





Someone said, ‘“‘That is like buying so many poker chips.” 
I don’t know anything about that, but someone could ex- 
plain. (Laughter.) 


All types of medical and surgical care and diag- 
nostic service, performed by the doctor of medicine 
in private practice could be offered, with some ex- 
ceptions. The patient may elect to utilize all his 
units in house or other calls, or for several opera- 
tions, or for diagnostic procedures. 


You see there would be a limit. 


A larger block of units could be purchased by the 
subscriber at slightly higher premiums, in propor- 
tion to increased benefits. 


But again there would be a limit. 


The patient would assume the cost of minor 
charges, for the first 10 or 15 units (one call per 
da¥ for 3 or 5 days). 


_ You see, this puts a limit of the floor of it also. This 
individual representing the Grange said to me, ‘‘We can get 
along somehow. The doctors are good to us. They come, 
and if we can’t pay them now we can pay them some other 
time, but the people are just panicky when it comes to 
something that is going to cost them $150 or $300 or $400, 
and they want their children to have what is good the 
same as you and I,” 


No. 1, which we have read, has to do with the unit sys- 
tem, and No. 2 has to do with the time system. 


or 


2. The “time system” whereby an employed 
subscriber would be entitled to a maximum number 
of days’ or weeks’ coverage of medical care, as for 
example, 26 weeks. Again, all types of service per- 
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formed by a doctor of medicine in private practice 
could be offered, with some exceptions. However, 
under this system the patient with the neurotic 
trend would have no particular inducement, during 
the 26 weeks of coverage, to conserve his or her 
medical resources. 


The patient would assume the cost of minor 
charges for the first three (or five) days of medical 
care. 


_ Under either of the above two plans, the true 
insurance principle of definite rates and definite ben- 
efits would be preserved. 


Fee schedules to reimburse the physician would 
be developed on a unit basis, with certain medical 
services designated as representing a certain number 
of units. (For portion of such a fee schedule, see 
Exhibit E). At the conclusion of each month, a de- 
termination would be made from the financial fig- 
ures of the plan to ascertain the unit value (as for 
example, if $50,000 were collected over and above 
operating costs, and the total number of units of 
service for the month was 50,000, the unit value 
would be $1.00). Compensation for the physicians’ 
service would be determined by the number of 
units due him based on the unit value, on which a 
maximum would be set, to build up the reserve. A 
financial reserve necessary to start the plan could 
be created by cooperating physicians relinquishing 
their rights to the first amounts due them up to a 
designated amount (which might be $50 or $100) 
until a proper reserve had been created, when said 


‘money would be paid back to the physician, with or 


without interest. 


_ Let us not stumble over that at all. Any of us going 
into a thing of this kind would be willing, if by that means 
it would help to get under way, to do it. 


The plan should be open to every licensed doc- 
tor of medicine who agrees to abide by the rules 
and regulations. This will eliminate any charge of 
contract practice. The patient would have free 
choice of physician, M.D. 


The Committee sees no reason why the plan could 
not be extended to include the care of indigent or 
semi-indigent groups by contractual arrangements 
with the community. 


That is a big subject in itself. It is potent with good 
things. 


The subscriber’s contract would provide that the 
plan is not to render medical care or furnish him 
with a physician, but that it merely accepts the re- 
sponsibility of paying for the cost of medical care 
and discharging the obligation of the subscriber 
with the attending physician, provided he is a co- 
operating doctor. 


How much like the practice of medicine as it has always 
been! How different from what it would be if there were 
opportunity for the doctor, through some political force, to 
get into this position or that. tf you want to look this 
over and read the paragraph of definite importance to us, 
mark that paragraph and read it again later. 


The physicians who participate in the plan would 
be asked to agree to arbitration of any questions 
in dispute and to abide by the decisions of the 
Board of Control with reference to any questions 
which might affect their continued membership and 
service to subscribers, realizing that the successful 
operation of any such plan is contingent upon the 
proper coéperation, deportment and consideration of 
the doctors of medicine who are rendering profes- 
sional service to the subscribers. 


We have learned this, that there is a power to the polic- 
ing of these things by the medical profession. If you are 
in Detroit some day and have three or four hours in which 
you would like to study that principle, we can send you to 
one branch of our Probate Court and you can see what 
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happens to medical costs when the matter of whether or 
not this or that should be done is left in the hands of the 
county society. 

Your Committee believes that a group medical 
care experiment, based on the above general princi- 
ples, could be started and tried in certain areas or 
communities where the county medical society will 
act as guarantor of service, and that a nonprofit cor- 
poration, permitting state-wide service and care by 
eventual development, should be formed. 

We can only arrive at the conclusion after these studies 
that it ought to be formed, that the people in any town up 
through the state or any group of agriculturists should have 
the right to put their money into a pot from which the 


cost of their medical care might come, provided it can be 
regulated, and it can be, by the medical profession. 


We must give opportunity to experimentation, to 
keep us free from governmental encroachments. 
Without a constructive program, we might be easy 
prey for commercial or political influences, 

Two special delivery letters and one telegram came dur- 
ing the night last night to that point. They want to get 
their hands into it. When commercial interests and _ politi- 
cal interests both want to get their hands into it, if we let 
them do it, make up your minds that the medical hands 
will be tied and the patient will suffer. 
not in the best interests of the public. If we go 
ahead with some forward movement at this time, 
and give it wide publicity, 

Why wide publicity? There comes a time when we can- 
not be so modest as a whole medical profession, 


the profession will be in a strong position to direct 
public opinion, and thereby influence good legislative 
action in the interest of public welfare. 


Understand they 
questions. 


are not recommendations. They are 


Questions of the Committee 


1. Do you wish to instruct your Committee on Dis- 
tribution of Medical Care to form a non-profit 
group medical care corporation in this state, 
to permit experiments with group medical care 
in various areas of Michigan with the co- 
operation of labor, industry, agriculture, re- 
ligious and educational organizations, commu- 
nity councils, and other interested groups? 


If so, shall the experiment be on the “unit sys- 
tem” for subscribers and physicians? 


If so, shall the experiment be on the “time sys- 
tem” for subscribers and the unit system for 
physicians? 

(Applause. ) 


THE SPEAKER: Our afternoon session will be 
held in the Ivory Room. We have about forty-five 
minutes. While Dr. Pino has rendered a wonderful 
report and gone into great detail, I think it is only 
fair to let the members ask any questions about 
any points on which they are in doubt or discuss 
this report now before it goes to the Reference 
Committee. 


Dr. J. M. Ross (Wayne County): I should like 
to ask a question. There seems to be some doubt 
as to whether an enabling act should be passed. I 
would like to have a discussion among those who 
feel that it should and those who feel that it should 
not, because in the handling of this problem that is 
the first thing to be considered, and the only way 
that we are going to make progress is by acting 
in a very definite way. 

| have talked to some people who feel it is im- 
possible for either of these services to be granted 
to the people of the State of Michigan without an 
enabling act. I have talked to others who feel that 
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it is not necessary. I should like to get this matter 
as promptly before this House of Delegates as we 
can. Upon that basis only can we possibly vote. 

THE SPEAKER: Maybe it would be a good idea 
to have Dr. Pino answer your question, Dr. Robb, 
if someone familiar with what an enabling act is 
and how it could be passed would explain that, 
either Dr. Gruber or Dr. Christian. 

Dr. Pino: May I suggest Dr. Gruber? I believe 
he has gone into it very thoroughly. I believe 
Dr. Insley feels we might do better without it under 
some circumstances. If those two could be called 


on—and Mr. Burns has been discussing it a great 
deal—it might be amplified. 
Dr. Gruber, would you come for- 


THE SPEAKER: 
ward? 

Dr. Gruber: I am not quite ready. 

THE SPEAKER: Mr. Burns, can you give us a lit- 
tle enlightenment on an enabling act? 

Mr. WiLtiAmM J. Burns (Executive Secretary) : 
Mr. Speaker and Gentlemen: It is. the recommen- 
dation of the American Hospital Association to all 
who are considering group hospitalization that a 
very firm foundation be put under such a plan, and 
it recommends an enabling act. 

At the present time in Michigan there is no possi- 
bility of creating a group hospitalization plan which 
is strictly not an insurance company. There are 
four types of insurance companies which are under 
the control of the insurance commissioner. 

First, there is the stock company selling insur- 
ance. You know the typical stock company, such 
as Metropolitan Life. There is the mutual insur- 
ance company, and you all know just what that 
means. Rather large reserves must be set up with 
the treasurer, such as $200,000, to insure. promised 
performance on the part of the corporation to the 
subscribers. So the state steps in and protects the 
policyholders by insisting that these corporations 
set up rather large reserves and sums of money or 
bonds with the Treasurer of the State of Michigan. 

The third type under the Insurance Commissioner 
is called the codperative. The cooperative doesn’t 
require such tremendous reserves. I think only 
about $5,000 is required and other considerations. 
I understand in Michigan there are two corpora- 
tions under the codperative section of the insurance 
code which now are selling group hospitalization. 

Finally the reciprocal, which does not apply to 
group hospitalization. 

There is a possibility also of having a corporation 
for the purpose of selling group hospitalization 
under the Security and Corporation Code, not the 
Insurance Code. That is the type of corporation 
under which the plan developed by certain of the 
hospital superintendents of Detroit is working, until 
such time as an enabling act has been placed on the 
statutes. 

Two employes of the Insurance Department have 
stated that for the success of any plan and for the 
protection of the subscribers, it is their opinion that 
a group hospitalization corporation should be de- 
veloped on the foundation of an enabling act. That 
enabling act will allow such a corporation to be 
formed. It will still have the control of the In- 
surance Department. The Insurance Commissioner 
will have charge of approving the forms and all 
those other details, but the corporation (nonprofit) 
will be exempt from tremendous reserves. In other 
words, it won’t be necessary to put up, let us say, 
$200,000, and it is hoped that the legislature will 
also exempt it from taxation, since it is a public 
service organization in the true sense of the word 
rather than an insurance company. In other words, 
it is a public insurance proposition rather than a 
private insurance company, as Dr. Pino has brought 
out. 
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An enabling act is introduced as a bill in the 


Legislature which after going through one House, 


is passed by the second, then is signed by the Gov- 
ernor, and thus becomes a law which permits the 
creation of group hospital corporations to perform 
certain acts and have certain privileges but which at 
all times is under the supervision of the Insurance 
Department in the interest of the subscribers. 

THE SPEAKER: Dr. Gruber. 


Dr. T. K. Gruper (Wayne County): Mr. Speak- 
er and Members of the House of Delegates: The 
question has been brought up as to whether it is 
necessary to have an enabling act. One of the first 
answers is that the experience throughout the coun- 
try, so far as group hospitalization is concerned, 
has been that an enabling act is necessary. 


With group hospital insurance you are not indem- 
nifying people in cash; you are indemnifying them 
in service. You have a cooperative organization 
made up of hospitals, the public, the medical pro- 
fession, and the like, who are acting as agents for 
the hospitals and for the patients in rendering them 
service, and for that it seems to be necessary to 
have a different law enacted than is in existence 
at present because all of the insurance laws at 
present provide for the indemnity to be paid, to 
the individual who pays the subscription, in cash. 

There are certain other arrangements in the mat- 
ter of group hospitalization as it is practiced in this 
country which allow a rather loose organization, 
whereby certain things can be done that are not 
done in insurance, in the matter of building up re- 
serves and of carrying these reserves and not dis- 
tributing the reserves, and at the present time there 
is nothing on the statute books of Michigan that 
makes it possible to do that. 

The organization that has been formed, as stated, 
is under a different arrangement. It may be on a 
legal shoestring. At least that is the idea of a lot 
of individuals who have studied the plan. If an 
enabling act is passed it makes it legally possible 
to go into this thing without fear of attack. 

Now, when it comes to the question of an en- 
abling act for so-called group health insurance, as 
to just what sort of an enabling act will be neces- 
sary for group health insurance, it seems to me that 
it would mean no different relationship between the 
individual and the doctor than there is in the group 
hospital insurance between the individual and the 
hospital. 

It is true that a corporation can be formed by 
putting up the necessary cash or the necessary 
securities, the same as any other insurance organi- 
zation. I don’t know what the minimum amount is’ 
that is necessary. It would run probably $15,000. 
On that basis you can form a regular insurance com- 
pany, a non-profit insurance company, under the 
present laws. But there are some fifty organiza- 
tions operating today under the revised insurance’ 
laws, and the interpretation seems to be that you 
cannot indemnify people for service under the pres- 
ent insurance law. 

I believe that is the explanation of the situation. 

THE SPEAKER: Dr. Insley, can you tell us why 
we should not pass an enabling act? Have you any 
ideas on that subject? 

Dr. S. W. INsLtEy (Wayne County): Are you 
se of group hospitalization or sickness or 
yoth: 

THE SPEAKER: Both. Dr. Gruber just explained 
why an enabling act was necessary. 

Dr. INstEy: As I understand it, all of the serv- 
ices. Or indemnities which might be offered by a 
company working under an enabling act can today 
be offered by companies operating under the Insur- 
ance Commission and upon a mutual basis. 


158 





SPECIAL SESSION—HOUSE. OF DELEGATES 


It seems that there is a distinction made in that 
individuals or groups who might have $5 or $50 
or $500 and want to go into this business (we will 
call it that) would have to go in under a new law, 
an enabling act. A corporation trying to do this 
requires an enabling act where they are putting in 
their own money. A group of people, on ‘the other 
hand, can band together in a mutual system of bene- 
fits to themselves and do it under our present laws 
today and be governed through the Insurance Com- 
mission, 


As one last remark on this, an enabling act of 
any type, whether group hospitalization or sickness 
insurance, cannot be made into a monopoly, so that 
such business can be done by doctors only. Any 
enabling act allowing a corporation to do this busi- 
ness would also allow 2,500 other corporations to 
go into the same business if they had the money. 
You cannot make an enabling act that will give 
doctors or the Michigan State Medical Society ex- 
clusive right to sell either group hospitalization or 
medical service. 


Dr. GruBer: Mr. Speaker and Members of the 
House: There is a pamphlet put out by the Ameri- 
can Medical Association, and I believe edited by 
Dr. Leland, on “Group Hospitalization.” If each 
one of you would get a copy of this and read it 
you would find the best dissertation on group hos- 
pitalization that has ever been put out. He goes 
into all the faults and all the virtues and all the 
vices. 


On Page 223 of this pamphlet it reads: 


“The procedure that is now being followed is to secure 
the passage of a special enabling act which exempts hos. 
pital service corporations from the deposit requirement of 
the insurance laws but at the same time gives the insurance 
commissioner certain supervisory powers over these cor- 
porations. 


“The change in the legal relation of group hospitalization 
plans has served to make it difficult to promote commer- 
cial plans. The enabling laws focused attention on several 
important requirements: The majority of the directors of 
a hospital service plan were required to be directors or trus- 
tees of the hospitals which had contracted or might con- 
tract to render the hospital service; some method of ap- 
proval of the participating hospitals was also required; the 
certificate of incorporation had to be endorsed by the com- 
missioner of insurance or the department of social welfare; 
the proposed contract rates, acquisition costs and methods 
of operation were subjected to the approval of the commis- 
sioner of insurance; annual reports had to be filed, and 
the records and affairs were open to inspection by exam- 
iners from the insurance department; and the investment 
of funds was restricted to those investments permitted life 
insurance companies. 


“These provisions constitute a notable step forward in 
the supervision of hospital service plans.” 


Then he goes on in a couple of pages on the 
shortcomings. 


“Despite these shortcomings, the resulting closer supervi- 
sion of hospital service corporations has forced the pro- 
moters of commercial plans, as well as those who desire 
to offer a more extensive contract, to form a new institu- 
tion—the hospital insurance company. The necessity to 
organize a nonprofit corporation, with hospital administrators 
and physicians controlling the policies, was too much of a 
deterrent for profit-taking and overzealous promoters. Fur- 
thermore, hospital insurance companies could be _ readily 
formed in states in which enabling acts would have to be 
gee to permit the operation of hospital service plans. 

he mutual assessment insurance laws provided a direct 
method of organizing such companies. The requirements 
usually were that a company had to have a few hundred 
applicants, several thousand dollars as ‘legal’ reserve and 
a certain reserve for unearned premiums. Even where an 
enabling law was on the statute books of one state, a group 
hospitalization plan, in operation for four years before the 
passage of the law, and a newly organized plan each elected 
to qualify as a mutual assessment insurance company by 
depositing $25, 000 with the insurance commissioner rather 
than to organize under the enabling law. The enabling 
law contained a definition of hospital service which was 
interpreted to exclude the services of radiologists and 
anesthetists. The possible competition of law organizations 
and insurance companies selling a more complete hospital 
insurance policy under the mutual insurance laws was the 


Jour. M.S.MS. 









comp 
plans 
I 
land 
Mec 
is h 
kno’ 


on | 





compelling factor which caused the organization of these 
plans as hospital insurance companies.” 


I just wanted to read that excerpt from Dr. Le- 
land’s dissertation. If you write to the American 
Medical Association you can get that volume. It 
is hard reading, but when you get through you will 
know something about group hospital insurance. 

THE SPEAKER: Is there any further discussion 
on this problem? 

Are you satisfied, Dr. Robb? 

Dr. Rops: Mr. Chairman and Gentlemen: I am 
entirely satisfied so long as the delegates understand 
the implication, because upon no other basis can you 
possibly vote when the time comes. If you under- 
stand it, that is the only reason for my calling it to 
the attention of the group. 

Dr. R. M. McKean (Wayne County): I wonder 
whether an opinion could be obtained from the At- 
torney General’s Office as to whether or not an 
enabling act is necessary under such circumstances. 

THe SPEAKER: I don’t think any opinion has been 
secured. 

Maybe we could put that question to Attorney 
Hazen J. Payette during the recess and have him 
look it up. 

Dr. S. W. InsteEy (Wayne County): I can an- 
swer that at least partially, Dr. McKean, by say- 
ing that the Insurance Commission at the present 
time is licensing mutual outfits on group hospital- 
ization. It is permissible under the state law upon a 
mutual basis. 

Dr. R. L. Novy (Wayne County): Have we any 
legal advice on that as to whether or not it is de- 
sirable? Why should we discuss this problem? 
It is a question of a legal problem, it seems to 
me, and a question of legal expediency as to 
where you are going to go, not a question of 
decision here. 

Dr. Pino: Dr.-Novy is correct. Let us just 
say this in dismissing that, if the time has come 
to dismiss it, that if we need an enabling act 
we can get it, if we have these other organizations 
interested in going along and helping us to do 
it. If we step out by ourselves and try to do 
it, we will have difficulty. 

As to the statement that if there is an enabling 
act any group can act under it, no group can act 
under an enabling act if it doesn’t have public 
support. If we have the interested groups, we 
will have public support. 

In relation to that fact also, any individual can 
be armed to go deer hunting if it is legal. It 
can be abused all along the line. 

I don’t believe we need to worry about the matter 
of the enabling act now, providing we have the 
cooperation of all the various groups. 

1 am speaking of this from the standpoint of 
the practical political side. 

Dr. R. C. Perkins (Bay-Arenac-Iosco-Gladwin) : 
The question came to me, after glancing over this 
proposed enabling act, as to the authorship of the 
enabling act. That the Committee probably can 
tell us. I am not an attorney. If there ever was 
an act that created an absolute monopoly, this 
is it. The A.M.A., is accused of being a monopoly, 
and we are all a part of the A.M.A. As I read 
this thing, it certainly means a monopoly to. say 
that any number of persons can form a corpora- 
tion to go ahead and start up some such proposi- 
tion as this. It also says that nothing in this 
act shall be construed so as to permit a hospital 
or other corporation to engage in the practice 
ot medicine in violation of Act 237 of 1899 as 
amended or to contract to furnish the service of 
a physician for members. 
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No other organization can go ahead. They 
can form an organization, but they cannot con- 
tract to furnish the services of a physician for 
their members. 

I was wondering about this. To my mind it 
creates a monopoly. If it does create a monopoly 
under those conditions certainly it would be fought 
by every insurance company and by every practi- 
tioner of any type in the State of Michigan. 

Dr. Pino: You are referring to Exhibit A, 
are you not? 

Dr. PERKINS: Yes. 

Dr. Pino: Exhibit A was set up as the first 
thought relative to creating a bill whereby we 
could practice both hospital insurance and medical 
insurance, was it not? 

Now, you don’t expect us to bring to you a 
bill stating that everybody can do these things. 
If you would go through this you would find so 
many things that you could conscientiously attack 
that it would bring to your attention the very 
thing that came to our attention last week when 
we spent many hours with Mr. C. Rufus Rorem 
and with the hospital people in trying to arrive 
at something that would be mutually agreeable. 
In this we were trying to set up something to 
which we could both agree to a certain extent, 
knowing it would have to be modified. 

THE SPEAKER: Is there anyone else who has 
any questions he would like to ask? 

If not, we will refer this report to the Reference 
Committee, headed by Dr. Insley. You can see 
the names on the board. They will meet in the 
Ivory Room during the recess. 

We have a few more minutes, and there is 
another matter we might take up now. That is a 
letter of support to Dr. Olin West and the A.M.A. 
in their hour of trouble. Dr. Luce, would you 
care to talk about that now? 


RESOLUTION OF SUPPORT TO A.M.A. 


PRESIDENT Luce: Mr. Speaker and Members of 
the House of Delegates: Those who heard my 
remarks this morning have a thought that will 
lead you to the purpose for which Dr. Riley has 
just made this statement. I am not a member 
of the House of Delegates, but with your per- 
mission I would like to recommend to you that 
you take some official action as the House of 
Delegates of Michigan State Medical Society in 
which you pledge the support of the medical 
profession of the State of Michigan, not alone to 
the officials of the Association but to the organiza- 
tion as a whole, because I hope you felt this 
morning that this attack on your integrity, this 
attack on your motivation, has been made upon 
you directly as well as those named in the indict- 
ment. 

I feel that it would be a consolation and sup- 
port to the national organization should you by 
some official act express to that organization your 
willingness to cooperate, your belief in its integrity, 
and your willingness to fight and carry the issue 
to the people of this country on the basis of its 
merits. (Applause) 

THE SPEAKER: At the Council meeting last 
evening a similar resolution was _ passed. 

Dr. InsteEY: As Dr. Robb pointed out a few 
minutes ago, there are so many questions arising 
that we would all like to have our minds clarified 
a bit. I hope everybody comes into the Reference 
Committee meeting this afternoon and helps the 
Committee out. 

To answer a question brought up just a minute 
ago on this corporate practice, under the enabling 
act, we already have a monopoly as far as ‘the 
practice of medi¢ine is concerned. We doctors 


159 






























are practicing medicine and nobody else is prac- 
ticing. This act will not change that a bit. My 
argument is, however, that it still allows other 
corporations to engage in sickness insurance with 
no guarantee as to what the payment to physicians 
might be. They might decide that office calls 
could be paid for at the rate of 25c¢ or 50c or 
$1, or operations at 50 per cent fees, all the way 
down the line. A government unit, such as the 
HOLC, could incorporate and decide, after getting 
150,000 or 200,000 members, to pay for office calls 
at any rate they choose. 

Does that explain the difference? 


AUTHORIZATION TO THE COUNCIL 
RE FINANCES 


PRESIDENT Luce: I am sorry to take so much 
of your time, but it would seem desirable to me 
that this House of Delegates authorize the Execu- 
tive Committee of the State Society to make such 
expenditures of money, either from the funds of 
the Society or, if necessary, from contributions 
or assessments on the members of the organization 
to defray such expenses as in the judgment of 
the Executive Committee might be necessary under 
existing circumstances for the ensuing year. 


THE SPEAKER: Are we to infer, Dr. Luce, that 
you mean as far as the A.M.A. is concerned, 
to offer financial assistance to it? 


PRESIDENT Luce: By any method or procedure 
that the judgment of the Executive Committee 
and the officers of the Society might decide was 
necessary. 


THE SPEAKER: I raise a point of order. Has 
not the Executive Committee that right now to 
appropriate money as it deems necessary? 

PRESIDENT Luce: I believe it has. On the 
other hand, I was asking even more than that. 
I was asking that the Executive Committee be 
authorized to spread an assessment on the Society, 
if in its judgment they saw it was necessary. 

Dr. P. L. Lepwince (Wayne County): Allowing 
for my natural dumbness, I would like to know 
just what Dr. Luce means. Is he willing to say 
what we want money for so we will know what 
we are doing? 

President Luce spoke off the record. 

Dr. Urmston spoke off the record. 

THE SPEAKER: I will appoint a committee to 
bring in a resolution this afternoon covering pro- 
posed resolutions to the A.M.A., that committee 
to be composed of 

W. R. Torcerson (Kent), Chairman 
ANDREW P. BrppL_e (Wayne) 
J. M. Ross (Wayne) 

Dr. Robb spoke off the record. 

Dr. Henry Cook: As Chairman of the Contact 
Committee to Governmental Agencies and associate 


of the Legislative and Public Relations Committees, : 


I would like to state there are many problems 
which we do not now know. Dr. Robb has men- 
tioned that the American Medical Association is 
under attack by the Treasury Department. Equally 
so has an assessment been placed against your 
State Society for a certain period, and that time 
may be extended to ten years. 

In the work of your Committee in contacting 
various individuals and legislators, both state and 
national, the time of certain members of your 
profession is required to carry on the work. There 
are certain expenses thereto incurred. They may 
be legal expenses. They may be the payment 
of the travelling expenses of those individuals. 
There is no way today of telling just to what 
extent that will go. It may be that the budget 
is ample, but legislatively in the past our funds 
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were much depleted. I believe this matter should 
be referred to a committee that Dr. Luce has 
brought up. I believe what I am stating is the 
thing he had in mind. 

I think a committee should report back to you 
this afternoon some recommendation giving or not 
giving, whichever you may deem advisable, the 
Executive Committee or the Council, authority to 
take such action as to finance legitimate business of 
the profession of the State and the Society. | 
can assure you that it will be properly handled, 
without any question. (Applause) 

THE SPEAKER: It seems there are two items 
of business we have been talking about during the 
remarks of the last few speakers. A committee 
was appointed to draft suitable resolutions to send 
to the A.M.A. I am going to appoint another 
committee to bring in a resolution on this finance 
proposition. On that committee I will name 

H. W. Wirey (Ingham), Chairman 
R. C. Perkins (Bay) 
R. M. McKean (Wayne) 

I want Dr. Carstens, the Chairman of the 
Finance Committee, to sit in with them when they 
draft these resolutions. 

It is now one o’clock and we have to vacate 
this room. 

Dr. Insley, can you tell me how long it will take 
your committee to get some lunch and _ report 
back? 

Dr. INSLEY: I think that plenty of time should 
be used in discussion before the Reference Com- 
mittee. On the other hand, I feel a certain time 
limit should be placed on such a hearing. I would 
suggest an outside limit of two hours, including 
lunch. 

THE SPEAKER: The Chair will then entertain a 
motion to recess until three o'clock. 

PRESIDENT Luce: Before you put that motion, 
may I make this suggestion? It saves a lot of 
time on the floor of this House if individual 
members who have these problems will take them 
up directly with Dr. Insley’s committee where 
it can be threshed out. 

Dr. P. L. Lepwince (Wayne County): I move 
we recess until three o'clock. 

Dr. Pino: I would like to suggest, as a practical 
thing, that while that committee is in session they 
take their places at the table at the front of that 
room and discuss this thing and let everybody who 
will sit in that room, as you would in a panel 
discussion. A good many things will be brought 
out, and you will know what it is about without 
having to depend on their word alone. 

THE SPEAKER: There has been a motion made 
that we recess until three o’clock. Is there a 
second? 

The motion was seconded by Dr. McKean of 
Wayne County, put to a vote and carried, and 
the meeting recessed at one o’clock. 





SUNDAY AFTERNOON SESSION 
January 8, 1939 


The meeting was called to order at three-fifty 
o'clock, Dr. Riley, the Speaker, presiding. 

THE SPEAKER: The second session of this meet- 
ing will now come to order. 

Has the Credentials Committee its report? 

Dr. Lepwince: Mr. Speaker, we have sixty-five. 

Dr. G. H. SoutHwick (Kent County): I move 
that sixty-five constitute the roll call for the second 
session of the House of Delegates. 

The motion was seconded by Dr. McKean of 
Wayne County and carried. 
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THE SPEAKER: The first thing we will take 
up is a report from Dr. Torgerson. 


REFERENCE COMMITTEE REPORTS 
ON RESOLUTIONS 


Resolution of Support to A.M.A. 


Dr. W. R. Torcerson (Kent County): Mr. 
Speaker, the Committee made up of Dr. Biddle, 
Dr. Robb and myself met and formulated the 
following resolution: 


“The House of Delegates of the Michigan State Medical 
Society, in Special Session at Detroit, Michigan, on 
January 8, 1939, herewith resolves that the physicians of 
the State of Michigan regret that any organization with 
the historical background and record of purposes and 
accomplishments as that of the American Medical Asso- 
ciation and which has so constantly directed its efforts 
toward the spread of education and scientific advancement 
for the health and welfare of the American people should 
be so summarily indicted. We, therefore, earnestly pledge 
our support in the hope that justice may be obtained. 

(Signed) ANDREW P. BIDDLE, 
J. M. Ross, 
W. R. Torcerson, Chairman.” 


We move the adoption of this resolution. 

The motion was seconded by Dr. Harvey Hansen 
of Calhoun County and carried. 

Dr. J. A. Hooxkey (Wayne County): I move 
that a copy of this resolution be sent by wire to 
the A.M.A. headquarters. 

The motion was seconded by Dr. R. L. Laird of 
Wayne County, put to a vote and carried. 


Reference Committee Report on Resolution 
Giving Authorization to the Council 
Re Finances 


THE SPEAKER: Dr. Wiley, will you give us the 
report of your committee? 

Dr. H. W. Wirey (Ingham County): Your 
Committee met and offers the following resolution: 


RESOLVED, That this House of Delegates express to the 
oficers and councillors of the Michigan State Medical 
Society its confidence in the soundness of their delibera- 
tions and support any expenditures from the Treasury of 
the Society that seem in their judgment to be necessary. 
Furthermore, if additional funds are required in the 
pursuance or conduct of the Society’s activities, the Council 
be authorized to levy a capital assessment or assessments, 
not to exceed a total of $5 for the current fiscal year, 
as seem justified in their considered opinion. 

(Signed) Harotp W. WItey, Chairman, 
R. C. PERKINS, 
Ricuarp M. McKEAn. 


I move the adoption of this resolution. 

The motion was seconded by Dr. G. H. South- 
wick of Kent. 

THE SPEAKER: You have heard the motion. Is 
there any discussion? 

The question was called for, the motion put to 
a vote and carried. 

THE SPEAKER: Dr. Brasie, is your report ready? 


REFERENCE COMMITTEE ON REPORT 
OF THE COUNCIL 


Dr. Donato R. Braste (Genesee County): The 
Reference Committee on Reports of the Council, 
after due consideration and full appreciation of the 
efforts expended by the Council upon the report of 
group hospital service and group medical care plans, 
advise acceptance of the report. 

With reference to the Council’s recommendation 
for action, this Committee recommends that before 
any plan be finally adopted, said plan be submitted 
by mail for a vote by the individual members of 
the Michigan State Medical Society. 

Mr. Speaker, I move the acceptance and adoption 
of this report. 


Fevruary, 1939 


SPECIAL SESSION—HOUSE OF DELEGATES 


The motion was seconded by Dr. James J. 
O’Meara of Jackson County. 

THE SPEAKER: It has been moved and seconded 
that this report be adopted. Is there any discus- 
sion on it? This is quite an important thing. 

A re-reading of the report was called for by one 
of the delegates. 

Dr. BrastE: Mr. Speaker, I move we go into 
executive session. 

The motion was seconded by Dr. A. V. Wenger 
of Kent County. 

The motion was carried. 

The House of Delegates went into Executive 
Session and discussed the report of the Reference 
Committee on The Council’s Report. 

Thereafter, the House arose from Executive Ses- 
sion, on motion of Drs. T. K. Gruber—W. Joe 
Smith. 


REFERENCE COMMITTEE ON OFFICERS’ 
REPORTS 


Dr. F. O’DoNNELL (Alpena): This is the 
Report of the Reference Committee on Officers’ 
Reports. 

Your Committee has perused the reports of the 
President and the Speaker of the House of Dele- 
gates and wishes to commend them on the firmness 
of their convictions and the clarity of their state- 
ment of the problems confronting the profession. 

We also wish to express our appreciation to 
the officers of our Society for their untiring ef- 
forts, physical and mental exertion, and personal 
expenditures involved in behalf of the Michigan 
State Society. 

Respectfully submitted, Drs. Harkness, Day, 
Catherwood and O’Donnell. 

I move the adoption of the report. 

The motion was seconded by Dr. Southwick of 
Kent County and Dr. John A. Wessinger of Wash- 
tenaw County, put to a vote and carried. 

THE SPEAKER: Are the two gentlemen repre- 
senting the National Medical Association here? 
Will Dr. Owens and Dr. Carney please come for- 
ward? 

Dr. E. R. Carney and Dr. S. H. C. Owens came 
to the front of the room. 

THE SPEAKER: These gentlemen are delegates 
here from the National Medical Association. They 
were at the special session of the House of Dele- 
gates of the A.M.A. in Chicago, and have decided 
to cast their lot along with us. I would like to 
have them take a bow, and maybe one of them 
could talk for a few minutes. (Applause) 


Dr. E. R. Carney: Mr. Chairman and Members 
of the House of Delegates of the Michigan State 
Medical Society: We consider it a rare privilege 
to have the honor of sitting with you, listening 
to your resolutions and deliberations on hospital 
insurance. 


I happen to be the President of the National 
Hospital Association, representing 110 Negro hos- 
pitals in the United States. These are located 
principally in the South, as you know. I have 
visited in the past year seventy-seven of these hos- 
pitals. Naturally we are interested in any type of 
insurance. The 4,000 Negro doctors in the United 
States, dentists and pharmacists are interested also. 
We are interested in our security. Naturally we 
feel that any type of insurance that is passed by 
any state will be beneficial to the 12,000,000 Negroes 
in the United States, and 9,000,000 of those are 
located in the South, where medical care and 
hospital facilities are limited. 

We are grateful for this opportunity, and we 
sincerely hope to codperate with you in every pos- 
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sible way. We feel it is quite a privilege to be 
here. Thank you. (Applause) 

THE SPEAKER: Thank you, Dr. Carney. 

Will Dr. Insley come forward and give his re- 
port? 


REFERENCE COMMITTEE ON REPORT 
OF COMMITTEE ON DISTRIBUTION 
OF MEDICAL CARE 


Dr. S. W. INsLEY: The matters contained in the 
material presented by Dr. Pino’s committee have 
been considered, and your Committee begs to re- 
port as follows: 


It has reaffirmed the principles endorsed by 
this body last September, relative to group hos- 
pitalization and sickness insurance schemes and 
recommends that all future action in group hos- 
pital and medical service plans conform to these 
principles. 

It then considered separately, for purposes of 
clarity, first, Group Hospitalization, and second, 
Group Medical Service. 


Group Hospitalization 


Your Reference Committee recommends, by a 
majority vote, that the Committee on Distribu- 
tion of Medical Care continue its efforts with the 
Michigan Hospital Association and the represen- 
tatives of labor, industry, agriculture, religious 
and educational organizations, community coun- 
cils and other interested groups to obtain a non- 
profit group hospitalization plan, sponsored joint- 
ly by the medical profession, the hospitals and 
the public. 

Secondly, it is further recommended that the 
Council be empowered to codperate with or as- 
similate any one or more of the group hospitali- 
zation organizations which are now formed or 
may be formed to transact such business. 


Group Medical Care 


Your Reference Committee, by a majority vote, 
recommended that we empower the Council to 
codperate with labor, industry, agriculture, reli- 
gious and educational organizations, community 
councils, and other interested groups, in the 
formation of a nonprofit group medical care 
organization. 


Dr. Torcerson: Didn’t the Committee have any 
recommendation on an enabling act? 

Dr. INSLEY: There was none made, Sir. 

THE SPEAKER: You have heard the report of 
the Reference Committee. Is there anyone who 
wants to discuss this before a motion is made? 

Dr. B. R. Corpus (President-Elect): I think 
it is an obligation which the President-Elect owes 
to you and to himself to express his own personal 
views, not in any way desiring to influence you. 
Dr. Luce has had an opportunity to express his 
views, with which I agree. 

We need hospital insurance. It is extremely 
desirable that we cooperate with laymen, various 
groups and hospitals toward the formation of such 
hospital insurance. 

I am pleased and happy to hear the report, so 
well delivered by Dr. Pino, in which he calls to 
your attention the possible seriousness of this So- 
ciety’s going into the hospital insurance business, 
but we need hospital insurance, the public needs 
it, and I am quite convinced that the diplomats 
in this organization, in their various home grounds, 
will be able to handle the situation, as was sug- 
gested in this resolution, so I am hoping that that 
resolution passes. 
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Now, in regard to the next, it has seemed to 
me that it is imperative for us to take very direct 
action on this question of health insurance. Various 
complications I am sure can be ironed out. This 
has been up before. It was up several years ago, 
I think that many of us feel that it is very re- 
grettable that we did not do this experimental 
work. It would have saved perhaps the situa- 
tion that the American Medical Association finds 
itself in at the present time. I don’t see any 
dangers in it. Whereas this organization taking 
up hospital insurance must have a bank of cash 
reserve, in taking up this health insurance we 
have a bank of professional service reserve upon 
which we can draw, and after all the bank js 
drawn upon under our ethical standards all the 
time. 


I am particularly pleased with the unit system, 
where a doctor is in competition with his fellow 
doctor, and where the individual has the privilege 
of choosing his doctor, and if that doctor does 
not give good service he goes to another doctor, 
who gives better service. So the quality and 
standard, because of the competition, is maintained, 

I hope that you will consider this very care- 
fully. I want you to know my view. I feel certain 
that it can be worked out in a satisfactory way, 
and I feel more, that it is imperative that you 
take action now. (Applause) 


Councitor F. T. ANDREWs: 
floor? 


THE SPEAKER: You may. 


CouNcILOR ANDREWS: In bringing up this resolu- 
tion, I was concerned with the word “cooperation.” 
It is my interpretation that codperation with these 
insurance companies ties the hands of the Council 
in a very drastic manner, in a manner in which 
I feel that we cannot carry on the desire of you 
men. I feel that it does not convey the sentiment 
of this organization when you tie our hands and 
don’t allow us to go on as you and other men 
throughout the state see fit. In other words, | 
feel that this doesn’t accomplish anything. 

Dr. J. A. Hooxey (Wayne County): I don't 
quite understand what Dr. Insley’s committee means 
in their report. In the report of the Committee 
on Distribution of Medical Care, with reference 
to hospital insurance, they ask three questions. 
The first is whether they should continue efforts 
with the Michigan Hospital Association and _ the 
various other groups in an effort to form a non- 
profit plan. They recommend that we do that. 
At the same time, the Committee on Distribution 
of Medical Care asked if we were to assimilate or 
affiliate with one of the groups that are already 
in operation, and it seemed to me that they recom- 
mended that. Is that what that means? Does 
it mean that we are to take in one of these groups 
that are already operating? 

Dr. INSLEY: My understanding of the Com- 
mittee’s action was that it simply gave the Council 
the power to make such a move if they thought 
it desirable at some future date. 

Dr. Hookeys You mean the Council decides one 
way or the other? 

Dr. Prno: May I explain something to that 
point? There are companies already in existence 
who have started this. They can see that if 
they are going to be truly nonprofit and in the 
interest of all it would be a good thing to enter 
into a general program in the public good and be 
willing to lose their identity in this group, which 
would be a very good thing under certain circum- 
stances. We are only asking that the Council be 
given the power to take them in if they so see fit. 

Does that answer your question, Dr. Andrews? 


Jour. M.S.M.S. 
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CouNcILokR ANDREWS: Not according to my un- 
derstanding of your resolution. 

Dr. Prno: Would you like to have Dr. Insley 
read it again? 

CouNncILoR ANpREws: I think I have the im- 
port of it, but I still feel that that word “cooper- 
ate” is a word which binds us to cooperate and 
not set up or take in any other organization that 
we might see fit. 


Dr. Prno: If it says cooperate or assimilate, 
at any rate they use their judgment. They may 
come to a standstill and say, “Maybe we had better 
go ahead and continue with that group.” For 
instance, here is this hospital group who have set 
up and gone a great way. They may finally say, 
“We will go along with you, as you wish.” In 
that case, don’t we want the Council to go along 
with that hospital group? That is the intent, Dr. 
Andrews. 

CouUNCILoR ANDREWS: I think the intent is there, 
but I don’t like the wording. 


THe SPEAKER: I think we should take this sub- 
ject up in two divisions. There are two recom- 
mendations in that report. Will you read the 
first recommendation regarding hospital insurance 
and make a motion for its adoption so we can get 
our feet on the ground? 

Dr. Insley repeated that part of his report cover- 
ing Group Hospitalization. 

I move the adoption of this part of the report 
pertaining, as it does, to group hospitalization only. 
— motion was seconded by Dr. Torgerson of 

ent. 

CounciLor Roy H. Hotmes (Muskegon County) : 
Is there a minority report? I notice he said it 
was endorsed by a majority of the Committee. 
If there is a minority report, I would like to hear 
It. 

Dr. INSLEY: In endeavoring to expedite matters 
this afternoon, I simply had time to write the ma- 
jority report. I myself, and I believe at least one 
more member, could very well have written a 
minority report. We haven’t had the time. 
_Councitor HoLmes: Could you give us that 
in substance? 

Dr. INSLEY: It is this in substance: It is not 
in the form of a motion. I am not particularly 
opposed to group hospitalization and some of the 
matters which have been stated here this afternoon. 
I feel that covers a large part of the catastrophic 
type of illnesses. However, I am not so sure 
that at this time we have to bind ourselves into 
promoting an organization or corporation to tak 
up sickness insurance. . 

THe SPEAKER: The question was on a minority 
report on group hospitalization. 

Dr. InstEy: I have no particular statement to 
make on group hospitalization. 

THE SPEAKER: There is a motion before the 
House that we adopt the Committee’s recommenda- 
tion on group hospitalization. It has been seconded. 
Is there any further discussion on it? 

Dr. Gruner: I wish to amend the first portion 
ot the first recommendation by substituting “the 
Council of the Michigan State Medical Society” 
on ‘the Committee on Distribution of Medical 

are.” 

The motion was seconded by Dr. Pino. 

THe SpEAKER: It has been moved that the 
words “the Committee on Distribution of Medical 
Care” be changed and “the Council of the Michigan 
State Medical Society” substituted therefor. It 
_ been supported. Is there any discussion on 

at? 

PresmweENT Luce: May I ask that that be written 
on the blackboard. 
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The motion and the suggested amendment were 
written on the blackboard by Dr. Foster. 

Dr. Torcerson: If the amendment carries, won’t 
the Committee on Distribution of Medical Care 
have any further part in it? 

THE SPEAKER: Not on hospitalization. This 
directs the Council to go ahead and do something 
about it. 

Dr. Urmston: I assure you the Council is not 
going ahead with this without the support and 
advice of the Committee on Distribution of Medi- 
cal Care in any action we might take. It simply 
gives you the first part for the continued study 
on medical care, and the second part says the 
Council should go ahead and organize. We would 
perhaps continue for maybe a month before they 
would report to us. In that way we would take 
it up with the Committee and continue. It is 
all for your own interest. This gives us permis- 
sion to tell them to go ahead and do this and 
do that and report to us and we will form this 
organization as you wish, 

Dr. TorceRsoN: I wanted to suggest that we 
put in the words “the Committee on Distribution 
of Medical Care and the Council.” 

Dr. F. J. O’DonnELL (Alpena County): This 
amendment was seconded by the Chairman of the 
Committee on Distribution of Medical Care and | 
myself have the utmost confidence in him that he 
will go along with the Council on it. 

THE SPEAKER: ‘There is an amendment here. 

The amendment was put to a vote and carried. 

CouNcILoR WILFRED HAuGHEY (Calhoun): Our 
Committee on Distribution of Medical Care has 
struggled for a long time with that hospital group. 
Now we substitute the Council for the Committee 
on Distribution of Medical Care, and that is all 
right. Why not strike out the words “continue 
its efforts’ and put in the word “invite” the 
Michigan Hospital Association to cooperate with 
us. That means we are ready to go ahead and 
maybe we can get them to come to us. 

Dr. C. E. Stmpson (Wayne County): I move 
that the recommendations made by the Councillor 
be embodied as an amendment to this report, to 
strike out the words “continue its efforts with” 
and substitute “invite.” 

There was no second to this motion. 

THe SPEAKER: Have you all read the report 
on the blackboard? There has been a motion 
made and seconded that this be adopted. It is 
all on group hospitalization. 


The motion was put to a vote and carried and 
the recomendation on group hospitalization was 
adopted as amended. 


THE SPEAKER: The second portion of Dr. Insley’s 
report—and he has gone down to get a cup of 
coffee—is very short. Will you read it, Dr. 
Foster? 

Dr. Foster read the Reference Committee’s re- 
port. 

Dr. McCLELLAND (Wayne County) : 
be adopted. 

The motion was seconded by Dr. John A. Wes- 
singer of Washtenaw County. 

THe SPEAKER: Is there any discussion on this 
motion ? 

Dr. R. J. Huppert (Kalamazoo County): May 
I ask a question? Does this recommendation mean 
to include possible care of indigents in certain 
communities? I think our Society is going to ask 
me what was done here on the care of the indi- 
gent. 

THE SPEAKER: I think I will answer that myself. 
There is nothing here on the care of indigents 
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unless somebody takes advantage of this plan 
and buys some medical service for the indigent. 


Dr. ANDREW P. BrppLE (Wayne County): Does 
this include professional care by the physician and 
all hospital service and everything? 


THE SPEAKER: Your hospitalization is taken 
care of there. This refers to medical care. 

Dr. BippLeE: In what way? 

SECRETARY Foster: I will read it again. (Re- 
reading the recommendation on medical care) 

Dr. R. M. McKean (Wayne County): May I 
amend that by adding at the end, “along the general 
lines laid down by the Committee on Distribution 
of Medical Care.” 

THE SPEAKER: Is there a second to that? 

There was no second. 

Dr. H. Huntincton (Livingston County): I 
think if the member will notice, the preamble to 
this report said we reaffirm the principles of 
medical care, and that is all taken care of in the 
preamble of the report. 

Dr. H. W. Witty (Ingham County): Does this 
mean the Michigan State Medical Society is on 
record as going into the insurance business? 

Several delegates said “No.” 

Dr. JAMEs J. O’MeEarA (Jackson County): Does 
this mean that I have to go back to, my county 
society and tell them the Council is going to set 
up some system whereby we are going to tell 
all the practitioners in the County of Jackson what 
they can charge and how much they should charge 
for each individual case? 

SEVERAL DELEGATES: No. 

Dr. O’MEARA: What does it mean then? 

THE SPEAKER: Yes, I believe it does mean that. 

Dr. O’MEARA: If it means anything like that, I 
don’t think we are entitled or empowered to do it. 

I am down here as one representative—the 
Speaker is the other—of approximately one hun- 
dred doctors in the County of Jackson. They told 
me specifically to come down here and fight any 
set plan which is going to help to lead us into 
state medicine. If we put any plan like this into 
organization it is going to help for more socialized 
medicine. I think before we as delegates act for 
the rest of the 4,000 members throughout the 
State of Michigan, they should have a chance to 
vote on it themselves so they will know what 
their delegates are trying to do for them. 

Dr. C. S. KENNEDY (Wayne County): I rise, 
as an Irishman, to support another Irishman, I 
think his position is well taken. I am sorry Dr. 
Insley is not here to present his minority report. 
I am afraid that is exactly where we are heading. 
Consequently I am opposed to it. 

Dr. DonaLp R. BrAsteE (Genesee County): This 
is exactly what our Committee referred to, the 
wording there. As I understand it, if you pass 
that resolution you definitely empower the Council 
to form a nonprofit group medical organization. 
As much as we like the Council and trust them 
and know they are doing a very excellent job— 
and I don’t think anyone criticizes that—you are 
giving them a blank check to underwrite any type 
of organization they see fit. I am not arguing 
about their judgment. It is undoubtedly better than 
mine and maybe better than that of the organiza- 
tion as a whole, but that is not the democratic 
way of doing things. 

If we are going to have this kind of organiza- 
tion with all that it implies, then the members 
of the State Society as a whole should have the 
right to say whether or not they want it. 

If it is necessary here to amend this particular 
resolution at this time to say that before any final 
action is taken definitely and before the Society 
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definitely commits itself to an organization plan, 
the members of the Society be given a vote on 
it, | will offer that amendment. 


I move that we amend that recommendation to 
state that before it is definitely sanctioned by the 
Council of the State Medical Society it be re- 
ferred to the members of the Michigan State Medi- 
cal Society at large by a vote by mail. 


Dr. McCLeLLtanp (Wayne County): I will with- 
draw my original motion on the resolution and 
ask that as a substitute, with the consent of my 
second, this be laid on the table until such action 
as Dr. Brasie has suggested be taken. 


Dr. O’MEARA: Gentlemen, you are not talking 
only for yourselves. Lots of us have sons. [| 
have. Perhaps they are going to be doctors. [ 
know one of mine is. We are not only taking 
action on our own livelihood; we are taking action 
on our second, third, fourth and fifth generation. 
It is a serious thing. I don’t think we as individ- 
uals here, on such short notice, should take action 
on it. I think all the members of the State Medi- 
cal Society should have a vote. 


Dr. Hotty (Muskegon County): I quite agree 
with all that has been said about the members of 
the Michigan State Medical Society having an op- 
portunity to vote on this action that has been taken 
today. On the other hand, having had rather 
intimate contact with several members of the Coun- 
cil, knowing their attitude regarding medical mat- 
ters as they affect you and me and everybody 
else, and having listened to threats by certain 
representatives of so-called medical practice at the 
last meeting in September, I would much prefer 
to put my confidence and my trust in the members 
of the Council as it is now constituted than to 
try to get some 4,000 doctors to give ideas on 
what is going to be done or what should be done. 

The point is, whether we like it or not, we are 
going to have either socialized medicine by govern- 
ment, or we are going to have some form of 
medical service to the low-income group recom- 
mended by men like we have in our Council, and 
I for one would rather throw my lot with the 
Council than I would to throw it in Washington 
where we are going to have it if we don’t take 
some action ourselves. 

Dr. FRANK E. REEDER (Genesee County): Mr. 
Speaker, I would like the Speaker to call upon 
Dr. Luce and ask him to discuss for us _ once 
more, in a few words, the sentiment of the House 
of Delegates of the American Medical Association 
in Chicago last September on this very question. 

THE SPEAKER: Dr. Luce, can you recollect that? 

PRESIDENT Luce: Mr. Speaker and Members of 
the House of Delegates: I assume that we are 
practically in executive session. I know my re- 
marks this morning were very ambiguous. 

May I ask, as a matter of information, if all 
present are members of the organized medical 
profession of the State of Michigan? 

THE SPEAKER: No, we are not in executive 
session, 

PRESIDENT Luce: If you want me to say what 
I wanted to say this morning, I would prefer 
to say it in executive session. 

Dr. GruBeR: I move the House of Delegates of 
the Michigan State Medical Society go into execu- 
tive session. 

The motion was seconded by Dr. Biddle of 
Wayne County and carried. 

The House of Delegates went into Executive 
Session, and, after full discussion, adopted the 
recommendation on voluntary group medical care 
as submitted by the Reference Committee on re- 
ports of Standing Committees, as follows: 


Jowr. M.S.M.S. 
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Group Medical Care 


Your Reference Committee by a majority vote 
recommends that we empower The Council to 
codperate with labor, industry, agriculture, reli- 
gious and educational organizations, community 
councils, and other interested groups in the for- 
mation of a non-profit group medical care organi- 
zation. 


REFERENCE COMMITTEE ON REPORT 
OF THE COUNCIL 


The report of the Keference Committee on The 
Council’s Report was thoroughly discussed, and 
was not adopted. 


ENABLING LEGISLATION 


The following motion re enabling acts was adopted 
by The House of Delegates on motion of Drs. 
T. K. Gruber, Wm. R. Torgerson: 


The Council of the Michigan State Medical 
Society is empowered to use its judgment in the 
matter of codperating in introducing necessary 
legislation in the Legislature of the State of 
Michigan at the present session to make it possi- 
ble to legally handle both group hospitalization 
and group health insurance. 


Following is the résumé of the actions of the 
House of Delegates: 


The House of Delegates of the Michigan State 
Medical Society: 
lst—approved the 
Group Hospitalization 
2nd—approved the principles of Voluntary 
Group Medical Service 
and—empowered The Council in codperation 
with the hospitals and civic groups to proceed 
with the establishment of plans embodied in the 
above principles. ‘ 
Report of Reference Committee on Reports of 


principles of Voluntary 


Standing Committees: 
(Approved by the House of Delegates) 


“The matters contained in the material pre- 
sented by the Committee on Distribution of Med- 
ical Care have been considered and your Refer- 
ence Committee begs to report as follows: It 
has re-affirmed the principles endorsed by this 
body last September relative to group hospitali- 
zation and sickness insurance schemes and rec- 
ommends that all future action in group hospital 
— medical service plans conform to these prin- 
ciples. 


“It then considered separately for purposes of 


clarity (1) group hospitalization and (2) group 
medical service. 


Group Hospitalization 

“Your Reference Committee recommends: 
“(1) That The Council continue its efforts with 
the Michigan Hospital Association and the rep- 
resentatives of labor, industry, agriculture, reli- 
gious and educational organizations, community 
councils, and other interested groups to obtain a 
non-profit group hospitalization plan sponsored 
Jointly by the medical profession, the hospitals 
and the public. 

(2) It is further recommended that The Coun- 
cil be empowered to codperate with or assimilate 
any one or more of the group hospitalization or- 
ganizations which are now formed and may be 
ormed to transact such business. 


Group Medical Care 


“Your Reference Committee by a majority vote 
tfecommends that we empower The Council to 
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codperate with labor, industry, agriculture, reli- 
gious and educational organizations, community 
councils, and other interested groups in the for- 
mation of a non-profit group medical care organ- 


ization.” 
*K * ok 


Additional motion passed by the House of 
Delegates: 

“The Council of the Michigan State Medical 
Society is empowered to use its judgment in the 
matter of cooperating in introducing necessary 
legislation in the Legislature of the State of 
Michigan at the present session to make it possi- 
ble to legally handle both group hospitalization 
and group health insurance.” 


ELECTION OF ALTERNATE DELEGATE 


The House of Delegates unanimously elected 
Carl F. Snapp, M.D., of Grand Rapids, as alternate 
delegate to take the place of James J. O’Meara, 
M.D., resigned, on motion of Drs. A. T. Hafford, 
W. Joe Smith. 


DR, PINO THANKED 


A rising vote of thanks was extended to Ralph 
H. Pino, M.D. “for his untiring efforts, his loyalty, 
his integrity, and his interest in the medical pro- 
fession,” motion of Drs. D. R. Brasie, Carl F. 
Snapp. 

The House of Delegates was adjourned at 5:40 
p. m. 





HEALTH PLAN TO CONGRESS" 


The Detroit News published this practical 
editorial on January 25: 


“Studies of the needs and the developing move- 
ment for providing good medical care more widely 
have been fully reported and sympathetically treated 
editorially in The News for years. President Roose- 
velt now transmits ‘for the careful study of Con- 
gress’ the report by his Interdepartmental Commit- 
tee to Codrdinate Health and Welfare Activities. 

“Except for a feature involving a form of com- 
pulsory health insurance, the program for an even 
division of the costs between the States and the na- 
tional Government and for a Federal-State adminis- 
tration of all health services probably has general 
support in the medical world and would be a step 
onward in social progress. 

“But the attractions can not be regarded as the 
controlling consideration at this time. The cost for 
a first year would be $100,000,000. After 10 years, 
the costs are probably underestimated at $850,000,- 
000. As money matters stand in national financing 
and in most states, where would the additional great 
sums come from? 

“As time has gone on, with the subject kept be- 
fore the public, state medical societies, Michigan’s 
among others, have taken progressive steps to assist 
better in serving patients unable to pay anything 
and to provide for low-cost facilities for the low- 
income classes. These efforts will be tested if adop- 
tion of a Government system rests in abeyance. 

“Although on the whole speaking favorably, the 
President did not urge immediate legislation. It 
may be his admission of the regrettable fact that the 
assumption of this major additional public expense 
is not at present safely practicable. All the prom- 
ising things can not be done quickly. This is one 
which surely would best await a national income 
restored to the prosperity level, with the national 
Treasury extricated from its desperate straits.” 
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ORGANIZATION COMMITTEE 


On Tuesday, December 13, 1938, at the home of 
Mrs. Alvin Thompson of Flint, the Woman’s Auxil- 
iary to the Genesee County Medical Society was 
formed. Two weeks previously at a preliminary 
meeting attended by the 
state president, Mrs. P. 
R. Urmston, and Mrs. R. 
E. Scrafford, state secre- 
tary-treasurer, both from 
Bay City, Mrs. J. A. 
Spencer of Flint had been 
appointed temporary 
chairman. 

At the meeting held at 
Mrs. Thompson’s, Mrs. 
Spencer presided. After a 
short talk by Mrs. Roger 
V. Walker of Detroit, 
chairman of the Organi- 
zation Committee for the 
State, on the reasons for 
forming an Auxiliary, a 
vote was taken. The deci- 
sion reached was that an Auxiliary should be or- 
ganized. The following officers were elected: 

President—Mrs. Gordon L, Willoughby, Flint. 

Vice President—Mrs, Alvin Thompson, Flint. 


Secretary—Mrs. James A. Olson, Flint. 
Treasurer—Mrs. T. Sidney Conover, Flint. 














Mrs. WALKER 


In December, the wives of the members of the 
Houghton-Baraga-Keweenaw Medical Society were 
invited to attend a dinner meeting of this Society. 
The subject of the organization of an Auxiliary 
was discussed, and Mrs. L. E. Coffin of Painesdale 
presented briefly some facts concerning the organ- 
ization of an Auxiliary. There was considerable 
interest shown, and another meeting has_ been 
planned at which time it is hoped that an Auxiliary 
will be formed. We are deeply indebted to Dr. 
George McL. Waldie of Houghton for his help in 
arousing interest in the formation of an Auxiliary, 
and for all the help which he has rendered. 

We hope, before the year is up, that there will 
be several more Auxiliaries formed. Mrs. L. Fer- 
nald Foster of Bay City, Mrs. A. V. Wenger of 
Grand Rapids, and Mrs. W. W. Lang of Kalamazoo 
have consented to assist the chairman of this com- 
mittee, thus making it more nearly possible for some 
committee member to be near enough most of the 
organizing Auxiliaries to attend a meeting. 


Respectfully submitted, 
HeLten R. WALKER (Mrs. R. V.) 
Organization Chairman. 





Jackson County Auxiliary 


The following toast was given by Dr. Rex Bullen, 
president of the Jackson County Medical Associa- 
tion, at the annual banquet in December when the 
doctors brought their wives as guests: 


THE DOCTOR’S WIFE 


’Tis generally thought by intelligent folks that the doctor 
is quite a man; 


They know he studies and works and sweats and does the 
best he can. 


In the complicated plan_of life he plays a useful part 
Relieving human suffering with his science and his art. 
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He is recognized as a gentleman of learning and renown 
A credit to his country, his family and his town. 


And I’m not taking from him any laurels he has known 
When I call your kind attention to his “power behind the 
throne.” 


She took him as a partner for weal or else for woe, 
Not knowing what direction or how far he might go. 


Did she waver because he was in debt, with a car that 
would hardly run ; 

And had to live in a furnished flat and buy coal by half 
a ton? 


Did she send him away to go make a name, to return when 
he’d won his spurs, 

When he could come back and shower her with diamonds 
and cars and furs? 


Ah no! With a smile upon her lips and a brave little tilt 
of her chin 

She said, ‘‘We are partners in winning our spurs,’”’ and she 
started from scratch with him. 


She sewed and washed and ironed his shirts and answered 
the telephone 

— the doctor fought the good fight, he didn’t fight 
it alone. 


She sympathized when he lost a case in spite of the best 
he could give 

Of study and thought and work and prayer, to make a 
patient live. 


She cushioned his head against her breast and ran _ her 
hands through his hair, 

And God! how it helps in a time like that to have someone 
to care! 


Through all the years she has been his pal, his counsellor 
and his friend, 

His joys and his sorrows have all been hers and will be 
to the end. 


And so, my brother physicians, I should like to propose a 
toast 

To one who has stuck through thick and thin and never 
deserted her post, 


To one who is tender and brave and true and dearer to us 
_ than life ; 
With all the sincerity and love in our hearts, a toast to the 
doctor’s wife. 





Kent County Auxiliary 


“On Borrowed Time,” the fanciful play by Paul 
Osborn which paradoxically deals the hurt of death 
and yet teaches its tremendous value, was capably 
read at the December meeting of the Kent County 
Medical Auxiliary. One of the popular hits seen on 
Broadway during the 1937-1938 season, this curious- 
ly satisfying comedy about death was dramatized 
by Mr. Osborn from the story by Lawrence Edward 
Watkin, and tells of an old man who chased death 
up a tree and held him there while he tried to find 
a suitable home for his grandson. 

Widely acclaimed by critics, which in- itself is 
unusual, “On Borrowed Time” has, perhaps, a more 
universal appeal than its contemporary plays, “Our 
Town” and “Shadow and Substance,” which also 
dealt with a metaphysical subject. 


Much credit should be given Mrs. Ralph L. Fitts 
who directed the performance for the verve with 
which the lines were read and for her choice in 
the selection of “actresses” who so ably adapted 
themselves to character. In addition to her rdle 
as directress, Mrs. Fitts read convincingly the diffi- 
cult lines given to “Gramp.” Equal credit, of 
course, goes to our other members taking part who 
included Mrs. Dewey R. Heetderks, Mrs. L. Paul 
Ralph, Mrs. Leon DeVel, Mrs. Lucien S. Griifith, 


Jour. M.S.M.S 
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Mrs. Luther Carpenter and Mrs. William J. Butler, 
our president. 

Following the reading of the play tea was served 
with Mrs. Torrence L. Reed and Mrs. Charles F. In- 
gersoll as hostesses. Mrs. John T. Hodgen and 
Mrs. P. L. Thompson presided at the tea table which 
was beautifully and appropriately arranged with the 
gay decorations of Old St. Nick. Also adding to 
the pleasure of the occasion was the presence of a 
large delegation from the Ottawa auxiliary. 

On Friday, January 6, members of the Hygeia 
and Philanthropic committees were entertained at an 
open tea in the home of Mrs. Carl F. Snapp. The 
affair was called a “Visit to Persia” and the rooms 
were elaborately decorated in keeping with the 
home. Persian coffee and various kinds of oriental 
food were served. Co-chairmen are the committee 
heads, Mrs. Joseph C. Tiffany and Mrs. Wallace H. 
Steffensen. 

JANE R. FRANTZ 
Press Chairman. 





Kalamazoo County 


Covers were placed for one hundred and twenty- 
five at dinner at the Columbia Hotel on December 
20, when members of the Woman’s Auxiliary were 
guests of the Academy of Medicine. Dr. Homer 
Stryker, of the University Hospital of Ann Arbor, 
acted as toastmaster. Dr. Ralph B. Fast, newly 
elected president of the Academy spoke briefly. 
Mrs. F. M. Doyle, president of the Auxiliary, ex- 
tended greetings to the Academy. She also told 
the aims of the Auxiliary and mentioned that just 
eleven years ago on the same date the Auxiliary 
was organized. Dr. F. T. Andrews spoke of the 
splendid work recently completed by Dr. Rush Mc- 
Nair in his book, “Medical Memoirs,” which tells 
interesting personal reminiscences of fifty years of 
medical practice in Kalamazoo. Tribute was paid 
to Dr. McNair by the group. 

Dr. B. I. Beverly, of Rush Medical College, then 
lectured on “Psychiatry of Children” which was 
intensely interesting. 

A social evening followed with bingo, bridge and 
dancing as diversions. 

(Mrs. Huco) BArBARA K. AACH 
Publicity Chairman. 





Doctors Get in Step 
(Bay City Times) 


The doctors of Michigan got in step with modern 
thought Sunday when the house of delegates of the 
state society voted in favor of cheap group medical 
service for the low-income families. There were 
indications earlier that they would oppose the plan, 
and insist on conditions being allowed to continue as 
they are. 

If their present policy works out it is to be ex- 
pected that sufficient hospital and medical care will 
be placed within the reach of all families with an 
income of $1,500 a year or less. Necessity of this 
reform has long been recognized, but up to the pres- 
ent has been opposed by most groups of organized 
physicians, and even now is regarded with more or 
less hostility by the national organization. 

he service, if and when it is put into effect, will 
be financed by group insurance, the details of which 
are being studied. It is expected that it will do 
much to improve Michigan health conditions and 
should relieve a million poor families of one of 
their economic nightmares, illness which they are 
not in a financial condition to combat. 

"his movement marks a cheering advance in the 
relations of this great profession with the public on 
Which it is to be congratulated and applauded. 
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used in compounding, and 
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absorbent and effective than 
those made with the tradition- 
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any medication that petro- 
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THE HEALTH OF THE STATE IN 1938 


A review of the health of Michigan during 1938 
reveals many optimistic trends. The general death 
rate is down—the lowest in history with the excep- 
tion of 1932 and 1933. The birth rate is up—the 
highest since 1930. The infant mortality rate is the 
lowest ever. The maternal mortality rate is equal 
to the all-time low record established in 1937. 


These conclusions are based upon provisional sta- 
tistics for the first ten months of 1938. During that 
period 41,707 deaths were reported compared to 
44,819 during a similar period in 1937—a decline 
of approximately seven per cent. This means a 
death rate of 9.8 per 1,000 population, dropping from 
10.6 the previous year. Births jumped from 76,435 
last year to 80,590 during the first ten months of 
1938. This means an excess of 38,883 births over 
deaths in that period. 


The new all-time low infant mortality rate ac- 
counted for 3,564 infant deaths in 1938 compared 
with 3,673 in 1937. The provisional infant death 
rate this year is 44.2 deaths per 1,000 live births. 
The maternal mortality rate of 3.6 deaths of mothers 
per 1,000 live births is identical with that for 1937. 
There were 291 deaths of mothers from causes con- 
nected with childbirth this year. 

As for the specific causes of death, the first three 
major causes including heart disease, cancer and 
apoplexy are continuing on the upswing, their com- 
bined mortality accounting for more than one-third 
of all deaths. All other major causes of death, 
however, show declining trends. Pneumonia, auto- 
mobile and other accidents, tuberculosis and nephritis 
lead the way in this decline. Deaths from pneu- 
monia dropped from 3,403 in 1937 to 2,271 this year. 
The concerted drive upon automobile accidents this 
year has brought results. Deaths from this cause 
dropped from 1,825 during the first ten months of 
1937 to 1,139 this year—a saving of 686 lives. Mich- 
igan’s population for the determination of 1938 rates 
is estimated at 5,100,000. 

Outstanding developments in the activities of the 
Michigan Department of Health during 1938 for 
promoting the health of the state have included a 
marked expansion of public health services with the 
aid of federal funds, a reorganization of the admin- 
istrative set-up of the department, the launching of 
a campaign for the amelioration of the insanitary 
conditions existing in many rural and resort areas of 
the state, and the stimulation of activities for the 
provision of more adequate medical care for persons 
unable to pay for such care. A venereal disease 
program has been shaped which provides free 
laboratory examinations for the diagnosis of these 
diseases and free drugs for the treatment of all 
cases of syphilis. Under the law requiring pre- 
marital examinations for venereal diseases which 
went into effect a little over a year ago, 674 cases 
of syphilis have been discovered. The department 
has made 33,582 free diagnostic tests for syphilis 
in its administration of this law. 

Federal grants have made it possible to greatly 
expand maternal and child health protection services 
and to subsidize strong, full time local health de- 
partments. Two new county health departments 
were organized during the past year in Ingham and 
Muskegon counties. This makes a total of 58 coun- 
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ties now provided with such departments. In 1936 
when federal funds first became available for this 
purpose, there were 22 county and district health 
departments; today there are 36, serving 60 per cent 
of the rural population. More than three-fourths 
of the total population of the state are now pro- 
tected by full time health departments in urban and 
rural areas. It is through its advisory and super- 
visory activities in relation to these local health de- 
partments that the State Department of Health 
wields its greatest influence. 

A concerted effort has been made to bring tuber- 
culosis into the list of diseases that are no longer 
major causes of death. State-wide activities have 
been correlated and intensified for the location of 
early cases. Medical care has been made available 
for all cases regardless of ability to pay. Michigan 
laws were clarified and strengthened by the last 
legislature, thereby making it possible to provide 
prompt hospitalization. The state subsidy for county 
sanatoria has been doubled, thus relieving the bur- 
den of the poorer counties. Closer supervision has 
resulted in the improved administration of these 
sanatoria. 

The Michigan Department of Health maintains 
one of the finest public health laboratories in the 
nation. During the year just closed more than 
450,000 examinations for the diagnosis of com- 
municable diseases were made free of charge for 
health officers and physicians. The department was 
able to aid greatly in bringing to a halt the extensive 
outbreak of smallpox which occurred during the 
early part of 1938. This was done by producing in 
the Biologic Products Division vaccine for more 
than 750,000 smallpox vaccinations within a period 
of ninety days. The same has been true in meet- 
ing the unusual outbreak of rabies during the past 
summer and fall. More than 60,000 doses of rabies 
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vaccine produced by the Department laboratories 
helped to prevent great loss of life from this cause. 
The laboratories, too, have completed a five year 
study of a vaccine for the prevention of whooping 
cough which has attracted national attention. Most 
favorable results have been reported through the 
use of this vaccine in preventing this frequently 
fatal disease of early childhood. 

Particular attention has been devoted to pneu- 
monia during 1938. A division of pneumonia con- 
trol has been established in the department. Typing 
and serum distributing stations have been established 
throughout the state. Research over a period of 
three years finally resulted in 1938 in the state-wide 
free distribution of improved serum for the treat- 
ment of Type 1 and Type 2 pneumonia. Serum for 
the treatment of other types is now being developed. 
Hope for a vaccine for the prevention of pneumonia 
has been spurred by seemingly successful experi- 
ments reported during the past year. 

Nearly three-quarters of the state’s population are 
now served by public water supplies and sewerage 
systems inspected and approved by this depart- 
ment. There has been a four-fold increase in plans 
submitted for approval of the construction of sew- 
age treatment and water purification plants. The 
insanitary conditions found in many rural areas, 
however, have been the source of extensive out- 
breaks of bacillary dysentery. Little has been done 
in the past to control the conditions causing this 
illness which tourists have begun to call the “Mich- 
igan disease.” A thorough investigation of the 
causes of these intestinal infections which threaten 
to curtail the tourist and resort trade has been 
started during the past summer. General insani- 
tary conditions such as those which contributed so 
largely to the extensive outbreak of Shiga dysen- 
tery in Shiawassee county last summer have been 
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istinguished 
The Drake offers every luxury and convenience of fine 
living on Chicago's Gold Coast, overlooking Lake Michigan. 


A. S. Kirkeby, Managing Director 
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and will continue to be the object of attack by the 
state and local health departments. 


DR. W. J. V. DEACON DIES 


Dr. W. J. V. Deacon, director of the Bureau of 
Records and Statistics since it was first established 
in the Michigan Department of Health in 1921, died 
at his East Lansing home December 20, 1938. Dr. 
Deacon had been ill for three weeks. Death was 
caused by coronary occlusion and multiple coronary 
thrombosis. 

Born in New York City October 27, 1868, Dr. 
Deacon had already established his reputation as a 
vital statistician when he came to the Michigan De- 
partment of Health in 1919. He came to Michigan 
from Kansas where he had been state registrar of 
vital statistics for the Kansas State Board of Health 
and assistant professor at the University of Kansas. 





Dr. Deacon’s efficient organization of Michigan’s 


8,250,000 vital records gained for this state a na- 
tional reputation for the completeness and avail- 
ability of its statistical information. Dr. Deacon 
was twice designated by the Secretary of State at 
Washington as a member of the International Com- 
mission on the Decennial Revision of the Nomen- 
clature of Diseases. In 1928 he went to Texas to 
aid that state in organizing its registration sys- 
tem for admission to the federal registration area. 

The many valuable statistical studies which Dr. 
Deacon made for numerous state and national pub- 
lications were the results of his vision of the im- 
portance of vital records in shaping the course and 
testing the results of preventive medicine. Dr. 
Deacon was instrumental in the organization of the 
American Association of State Registration Execu- 
tives and served as its first president. He was a 
fellow of the American Public Health Association 
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and had been chairman of the vital statistics section. 
He was also executive officer of the Michigan Public 
Health Association from 1927 to 1931, becoming its 
president in 1932. 

At the time of his death, Dr. Deacon held the 
rank of lieutenant colonel in the army reserve. He 
will be buried beside his only son in Arlington 
National Cemetery. 


RADIUM LOANS AVAILABLE 
TO MICHIGAN 


Michigan hospitals, cancer clinics and medical 
centers are eligible to apply for the loan of radium 
from the National Cancer Institute which was estab- 
lished by congessional act August 5, 1937, with a 
$700,000 annual appropriation. In order to codrdi- 
nate the work of the National Cancer Institute with 
the state cancer control program applications for 
the loan of radium will be approved by the Mich- 
igan Department of Health. 

Contracts for the loan of radium will be made 
for one year only, subject to renewal. Upon ex- 
piration of the contract, the radium must be re- 
turned to the National Cancer Institute in good 
condition in the same form and the same degree 
of radioactivity in which it was loaned. Prior to 
the shipment of radium, the applicant will be re- 
quired to take out and deposit with the National 
Cancer Institute an insurance policy protecting the 
government against all loss or damage to the radium. 
No charge can be made a patient for the use of gov- 
ernment owned radium. Preference must be given 
in the use of the radium to patients whose financial 
circumstances are such that they cannot, without de- 
priving themselves of the necessities of life, pay 
from their own resources for the cost of the use 0 
radium. 
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SUMMARY OF COMMUNICABLE 
DISEASE CASES IN 1938 


Measles led all other communicable diseases in 
prevalence in 1938, according to case reports re- 
ceived by the Bureau of Records and Statistics. The 
measles outbreak of last year was the greatest in 
the history of the state, even outdistancing the 1935 
outbreak. Last year 79,393 cases of measles were 
reported compared to 79,061 in 1935. The five-year 
mean for the state is 23,243 cases per year. 

Pneumonia cases, on the other hand, tumbled in 
the opposite direction to a new low of 2,601 cases, 
compared with 4,590 in 1937. Tuberculosis cases to- 
taled 6,263, compared with reports of 6,469 cases 
the previous year. 

Diphtheria case reports dropped back to 619 in 
1938 after rising to 842 the previous year. With the 
exception of the 614 cases report? ‘n 1934, this 
was the lowest number of ca reported. 
Typhoid fever cases totaled 284 which oc- 
curred in one major outbreak. re were 241 
cases of typhoid reported in 1937. 

Whooping cough prevalence incre. -d in 1938 on 
the basis of 14,513 case reports. 1) vrevious high 
total was reported in 1936 wher .+,237 cases oc- 
curred. 

The prevalence of other communicable diseases in 
1938 on the basis of provisional 1eports is as fol- 
lows: Scarlet fever, 18,303; smallpox, 274; menin- 
gitis, 69; poliomyelitis, 59; syphilis, 14,684;. and 
gonorrhea, 7,046 cases. 


MONTHLY MORTALITY REVIEW 


Mortality reports for the first eleven months of 
1938 compiled by the Bureau of Records and Sta- 
tistics show a decline in total deaths from 48,922 in 
1937 to 45,837 this year. Infant mortality, too, is 
down from 4,008 in 1937 to 3,920 in 1938. Maternal 
deaths slightly exceed last year’s figures when an 
all-time low rate for this cause was set, but with 
the current increase in births, the 1938 maternal 
mortality rate will compare favorably. There were 
302 maternal deaths last year compared to 315 
this year. Births have increased from 83,873 in 
1937 to this year’s total of 87,947 for the eleven 
month period. 

Comparative mortality figures for the major com- 
municable diseases in 1937 and 1938 are indicated 
in the table below: 


COMMUNICABLE DISEASE MORTALITY 
1937-1938 
Nov. 
Disease 1937 
Pneumonia 312 
Tuberculosis 155 
Typhoid Fever 
Diphtheria 
Whooping Cough... 
Scarlet Fever 
Measles 
Smallpox 
Meningitis 
Poliomyelitis 
Undulant Fever 
Syphilis 
Gonorrhea 


11 Months 11 Months 
1938 
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A.. EFFECTIVE TREATMENT FOR 


TRICHOMONAS VAGINITIS 


An effective treatment by Dry Powder Insufflation to be sup- 


plemented by a home treatment (Suppositories) to provide 
tontinuous action between office visits. Two Insufflations, 
a week apart, with 12 suppositories satisfactorily clear up 


the large majority of cases. 


JOHN WYETH & BROTHER, INC. e PHILADELPHIA, PA. 


SILVER PICRATE — 2 crystalline compound of silver in definite chemical 
combination with Picric Acid. Dosage Forms: Compound Silver Picrate 
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Cook County 
Graduate School of Medicine 


(In affiliation with COOK COUNTY HOSPITAL) 
Incorporated not for profit 


ANNOUNCES CONTINUOUS COURSES 


MEDICINE—Personal Courses and Informal Course 
starting every week. Two Weeks Course in Internal 
Medicine starting June 5, 1939. 

SURGERY—General Courses One, Two, Three and Six 
Months; Two Weeks Intensive Course in Surgical 
Technique with practice on living tissue; Clinical 
Courses; Special Courses. Courses start every Monday. 

GYNECOLOGY—Two Weeks Course starting February 
27, _— Clinical and Personal Courses starting every 
wee 

OBSTETRICS—Two Weeks Intensive Course starting 
March 13, 1939. Informal Course starting every week, 

FRACTURES & TRAUMATIC SURGERY—Informal 
Course every week; Intensive Ten Day Course start- 
ing February 13, 1939. 

OTOLARYNGOLOGY—Two Weeks Intensive Course 
starting April 10, 1939. Informal Course starting 
every week, 

OPHTHALMOLOGY—Two Weeks Intensive Course 
a April 24, 1939. Informal Course starting every 

















































































































CYSTOSCOPY—Ten Day Practical Course rotary every 
two weeks, 


GENERAL, Bee Nae AND SPECIAL COURSES 
IN ALL BRANCHES OF MEDICINE, SURGERY 
AND THE SPECIALTIES 


TEACHING FACULTY—Attending Staff 
of Cook County Hospital 


ADDRESS: 
Registrar, 427 South Honore Street, Chicago, IIL. 
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Biologicals 


Serums Vaccines 
Antitoxins Media 
Bacterins Pollens 
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ae inquiry for these lines as well as for 
armaceuticals, Chemicals and Supplies, 

Surgical Instruments and Dressings. 
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Dr. G. Warren Hyde 


Dr. G. Warren Hyde, of Detroit, died on Novem- 
ber 17, 1938. Dr. Hyde was born in El Paso, Texas, 
on November 11, 1898, and had lived in Detroit since 
1904. He was graduated from the University of 
Michigan. During the war, he served under Dr. 
B. R. Shurly in Base Hospital Unit No. 36. He 
was a member of the psychological clinic of the 
Board of Education and was on the staff of Eloise, 
Harper and Shurly Hospitals. Dr. Hyde was Presi- 
dent of the Detroit Dermatological Society, Certified 
by the American Board of Dermatology and Syphi- 
lology, American Academy of Dermatology, and the 
Central States Dermatological Society. He was a 
former chairman of the Section of Dermatology and 
Syphilology of the Michigan State Medical Society. 
He is survived by his wife, a daughter, Patricia, 
and son, Michael. 





Dr. Frank Suggs 


Dr. Frank Suggs was born in Little Rock, Arkan- 
sas, and was graduated from the Arkansas Univer- 
sity Medical School in 1897. He served in the 
Medical Corps of the United States Army in Alaska 
and later in the Philippines. He was also a veteran 
of the Spanish-American and World Wars. Major 
Suggs was a surgeon and practiced from 1911 to 
1926 in Highland Park, after which time he retired 
and lived in San Antonio, Texas, where he died on 
September 10, 1938. 





Dr. Clarence B. Wasson 


Dr. Clarence B. Wasson of Bellevue passed away 
on December 6, 1938, after an illness of ten years. 
He was born in 1865 in Cuba, New York, and was 
graduated from the Rochester College and Rochester 
Seminary of Rochester, New York, and from the 
Medical Department of the University of Michigan. 
Having previously become an ordained minister, he 
decided to go through medical school to become a 
medical missionary. In 1901 he located in Bellevue, 
where he practiced medicine until 1929. During this 
period he was very active in the work of the Bap- 
tist Church, as deacon, trustee, treasurer, teacher and 
Sunday School Superintendent. On September 5, a 
beautiful memorial window of art glass in the Bap- 
tist church was dedicated to Dr. Wasson. Surviving 
him are his wife and a sister, Mrs. Lucy F. Burlin- 
game of Hinsdale, New York. 





Why Medicine Can Never Be a Trade 


“Charity is the eminent virtue of the medical pro- 
fession. Show me the garret or the cellar which its 
messengers do not penetrate; tell me of the pesti- 
lence which its heroes have not braved in their er- 


rands of mercy; name to me the. . practitioner 
who is not ready to be the servant of servants in 
the case of humanity . . . and whose footsteps you 


will find in the path of every haunt of striken hu- 
manity.”—Oliver Wendell Holmes. 
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HARTZ JELLY 


A Non-Irritating Lubricant 


Hartz Jelly is a water-soluble, fat-free 
lubricant for hands, sounds, catheters, 
bougies, cystoscopes and other body- 
entering instruments. It will not injure 
nickel or chromium; does not destroy 
rubber or web catheters. 

Hartz Jelly contains no petroleum, 
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soap, starch or other objectionable ma- 
terials. It contains not more than 0.5% 
Chlorobutanal (Chloroform derivative) 
as a preservative. The jelly insures an 
easy introduction with the least incon- 
venience to the patient. Price: $1.50, a 
dozen tubes. 
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Over 40 years in the medical supply business has given Hartz an 
understanding of the doctor’s needs and problems. From a complete 
stock of surgical instruments, pharmaceuticals, professional furniture, 
short-wave machines, and medical supplies of all kinds, Hartz can 


supply every professional need. 


The J. F. Hartz Company, Michigan's largest medical supply house. 


LABORATORY 


TRE J. F. HARTZ om oF 


1529 Broadway, 


[Mee ARMACEUTICAL 


Fesruary, 1939 


MANUFACTURERS 


Detroit 


Cherry 4600 


ae ae Oe Oa SUPPLIES 
































































































































rs General News And Announcements @ 











100 Per Cent Club for 1939 


Luce County Medical Society 
Menominee County Medical Society 
Muskegon County Medical Society 
Ontonagon County Medical Society 
Tuscola County Medical Society 


The above county medical societies have 
paid 1939 dues for 100 per cent of their mem- 
bership. Dues for 1939 are $12.00 and are 
now payable. See your County Medical So- 
ciety Secretary today and help make your 
society 100 per cent paid up for 1939. 











The sympathy of their many friends is extended 
to Dr. L. J. Gariepy and brothers and sisters in the 
death of their father which occurred in Marine 
City early in January. 

* * x 

Your Federal Income Tax report must be filed by 
March 15, 1939. For a comprehensive digest of the 
physician’s income tax, see the Journal of the 
A.M.A., January 14, 1939, page 151. 

* * 


James L. Lowe, president of the Butterworth 
Hospital Board of Trustees, recently created a fel- 
lowship providing not less than $500.00 yearly for 
postgraduate study by physicians and surgeons of 
Butterworth Hospital staff. 

* * x 

President Luce has appointed Martin H. Hoff- 
mann, M.D., of Eloise, Michigan, as representative 
of the Michigan State Medical Society to the Board 
of the Child Guidance Center in Ingham County. 

Dr. L. S. Lipschutz was also appointed by Pres- 
ident Luce to serve as a member of the Maternal 
Health Committee. 

* * x 

“On the Witness Stand,’ a booklet which gives 
enlightening and intelligent answers on the question 
of socialized medicine, et cetera, is available—free 
to anyone who will write for same to the Executive 
Office, 2020 Olds Tower, Lansing. Your patients 
might be interested in looking through this inter- 
esting brochure; write for a supply for your wait- 
ing room. 

* * x 


The Houghton-Baraga-Keweenaw County Medical 
Society, at its annual meeting, January 3, 1939, 
elected the following officers: President, Dr. J. R. 
Kirton, Calumet; president-elect, Dr. C. A. Cooper, 
Hancock; secretary-treasurer, Dr. Paul Sloan, Tri- 
mountain; delegate, Dr. G. M. Waldie; alternate, 
Dr. G. C. Stewart, Hancock; member Board of 
Ethics, Dr. A. D. Aldrich, Houghton; member of 
Council, Dr. W. T. S. Gregg, Calumet. 

-_ 

Business Is Too Good. On Sunday, January 22, 
five committees of the Michigan State Medical 
Society held meetings, almost simultaneously! The 
Special Committee on Group Hospitalization met in 
Flint, at 11 a. m.; the Advisory Committee to Wom- 
an’s Auxiliary met in Saginaw at 11 a. m.; the 
Preventive Medicine Committee met in Detroit at 
2 p. m.; the Legislative Committee met in Lansing 
at 2 p. m.; and the Committee on Scientific Work 
met in Lansing at 3 p. m. 
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The Alumni Association of the Wayne Univer. 
sity College of Medicine, Detroit, is making elab. 
orate preparations for the celebration next June 
of the seventieth anniversary of the founding of 
the Wayne University College of Medicine, and 
the fiftieth anniversary of the Alumni Associa- 
tion. Particulars of the coming celebration wil] 
appear each month in this JOURNAL. 

* * Ok 





New county medical societies secretaries have 
been elected for 1939 as follows: 

E. B. Johnson, M.D., Allegan County 

R. C. Conybeare, M.D., Berrien County 

L. J. Hakala, M.D., Chippewa-Mackinac County 

A. W. Strom, M.D., Hillsdale County 

Paul Sloan, M.D., Houghton-Baraga-Keweenaw County 

D. Bruce Wiley, M.D., Macomb County 

R. Ostrander, M.D., Mason County 

Dale E. Thomas, M.D., Saginaw County 


The above supplements the list published in the 

January 1939 issue of THE JOURNAL. 
o 2 @ 

Afflicted Child Commitments for month of De- 
cember, 1938: Total cases, 2,250, of which 222 were 
sent to University Hospital and 2,028 were sent 
to miscellaneous local hospitals. From Wayne Coun- 
ty, of the above, 46 went to University Hospital and 
327 to miscellaneous local hospitals, total of 373. 

Crippled Child Commitments: Total cases 227, of 
which 65 were sent to University Hospital and 142 
to miscellaneous hospitals. From Wayne County, 
included above, 7 were sent to University Hospital 
and 40 to local hospitals, total of 47. 

x * * 

Ten more of your friends, who displayed their 
products and services at the 1938 Detroit Convention 
last September. When you have an order, don't 
forget your friends! 

J. B. Lippincott Company, Philadelphia, Pennsylvania 

M. & R. Dietetic Laboratories, Inc., Columbus, Ohio 

Mead Johnson & Company, Evansville, Indiana 

Medical Arts Surgical Supply Company, Grand Rapids, 

Michigan 

Medical Case History Bureau, New York, New York 

Medical Protective Company, Wheaton, Illinois 

The Mennen Company, Newark, New Jersey 

Merck & Company, Inc., Rahway, New Jersey 

The Wm. S. Merrell Company, Cincinnati, Ohio 

The C. V. Mosby Company, St. Louis, Missouri. 

i a 

Four solid days of good fellowship and unequalled 
postgraduate opportunity are being arranged for you 
by the Committee on Scientific Work at the Sev- 
enty-Fourth Annual Convention which will be held 
in Grand Rapids. All General Assemblies will be 
held in the Civic Auditorium; the largest technical 
exhibit in the history of the State Society will be 
housed also in the Civic Auditorium. Forty of the 
most eminent speakers of the United States and 
Canada will bring the latest information on sub- 
jects covering all branches of the practice of med- 
icine. Mark September 19, 20, 21, 22, 1939, on your 
calendar now. 

* * * 

After accidentally finding a number of unsuspected 
cases of tuberculosis in school teachers of Jackson, 
the Jackson County Medical Society, on January 17, 
unanimously passed a motion concerning the follow- 
ing recommendation: 

“We recommend that each school teacher in Jackson 
County be required to furnish a health certificate from 
their family doctor, which certificate shall include a neg 
ative Kahn test and either a negative Mantoux test of 
a negative report on an x-ray of the chest, before their 
contract shall be renewed when the time for such renewal 
shall occur. The secretary, in the same motion, was 10- 


structed to mail a copy of this recommendation to the 
Board of Education of the City of Jackson, the State of 


Jour. M.S.MS. 
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Michigan Board of Education, to the Michigan State De- 
partment of Health and to the Secretary of the Michigan 
State Medical Society.” 

* * 

Michigan physicians contributed articles to the 
Journal of the American Medical Association re- 
cently, as follows: “Plastic Surgery in Children: The 
Medical and Psychologic Aspects of Deformity,” 
by Claire L. Straith, M.D., and E. Hoyt DeKleine, 
M.D.. Detroit, issue of December 24; “Malignant 
Neoplasms of the Nasopharynx,” by I. Jerome 
Hauser, M.D., Detroit, and Durwin H. Brownell, 
M.D., Ann Arbor, issue of December 31; “A New 
Interpretation of Hyperglycemia in Obese Middle 
Aged Persons,” by L. H. Newburgh, M.D., and Jer- 
ome W. Conn, M.D., Ann Arbor, issue of January 
7; and “Hypoglycemia” by Frederick A. Coller, 
M.D., and Howard C. Jackson, M.D., of Ann Arbor, 
issue Of January 14. 

* * 

The first January meeting of the Northern Mich- 
igan Medical Society was held on Thursday, Jan- 
uary 12, 1939, at the Perry Hotel, Petoskey. Dr. 
Miller was asked by President Dean Burns to in- 
troduce Henry K. Ransom, Associate Professor of 
Surgery of the University of Michigan, who read a 
paper on the Surgery of the Stomach and Duode- 
num. Following Doctor Ransom’s paper was a mo- 
tion picture showing “The Effect of Ergotison on the 
Postpartum Uterus.” 

The next order of business was a report given by 
Dr. Saltonstall on the meeting of the delegates to 
the State Medical Society held in Detroit on Jan- 
uary 8, 1939. A discussion of the report by the 
entire society followed. The meeting was adjourned 
at 10:00 p. m. 

* * x 

In recognition of research work done in the 
field of Internal Medicine, metabolic disorders and 
cardiology, Dr. Walter M. Bartlett of Benton Har- 
bor was duly elected a Fellow of the American 
College of Physicians at the meeting of the Board 
of Regents of the College held at Philadelphia, on 
December 18, 1938. Dr. Bartlett received his cer- 
tification as a qualified specialist from the American 
Board of Internal Medicine on June 11, 1938, fol- 
lowing a four months’ course in cardiology, taken 
in various clinics on the West Coast, and has since 
served as cardiologist on the staffs of Mercy Hos- 
pital, Benton Harbor, and the St. Joseph Sanitarium, 
St. Joseph. At a recent meeting of the Medical 
Division of the General Staff of Mercy Hospital, 
Dr. Bartlett was named Chairman and Dr. R. B. 
Howard, Benton Harbor, Secretary. 

* * * 
A Course in Anatomy 

As announced in the January number of. this 
JouRNAL, a course in anatomy will be given at the 
University of Michigan from February 13 to May 
30, one afternoon and evening, each week from one 
to ten p. m., by Dr. Rollo E. McCotter. There will 
be an informal lecture the first part of the after- 
noon followed by a dissection of the part under 
discussion. A fee of twenty-five dollars is charged. 
Graduate or postgraduate credit can be arranged. 
For further information, address the Department of 
Postgraduate Medicine, University of Michigan, Ann 
Arbor, Michigan. 

* * * 
Beaumont Foundation Lectures 

The annual Beaumont Foundation Lectures un- 
der the auspices of the Wayne County Medical So- 
ciety will be held in the lecture hall of the Art 
Institute on February 20 and 21. The lecturer is 
Dr. Jesse G, M. Bullowa of New York. Dr. Bullowa 
has done pioneer work in pneumonia therapy. The 
series of lectures for 1939 are as follows: “The 
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Hotel FORT 
DEARBORN 


Every room bright and 
new in furnishings and 
decorations. All public 
space thoroughly mod- 


Luxuriously 








ernized, Better service 
—finer food—with rate 
economy still the fea- 
ture. 


RODNEY D. BEMISS 
Manager 


NEW Popular Priced Restaurant 
Modern Cocktail Lounge 
550 ROOMS from $1.50 
IDEALLY LOCATED 


LA SALLE & VAN BUREN STREETS 
Opposite LaSalle Street Station 
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DENIKE SANITARIUM, 


Established 1893 


Ra en ee 


EXCLUSIVELY for the TREATMENT 
OF 
ACUTE and CHRONIC ALCOHOLISM 


Complete information can be 
secured by calling 


Cadillac 2670 
or by writing to 
1571 East Jefferson Avenue 
DETROIT 


A. JAMES DENIKE, M.D. 
Medical Superintendent 
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WAUKESHA SPRINGS 
SANITARIUM 


For the Care and Treatment of 
Nervous Diseases 





Building Absolutely Fireproof 





BYRON M. CAPLES, M. D., Medical Director 


FLOYD W. APLIN, M. D. 
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A DOCTOR SAYS: 


“T cannot too highly praise 
your contract and the manner 
in which you live up to it.” 









































Choice of a Remedy, with Particular Reference to 
the Pneumonias,” and “The Method and Results 
of Serum Therapy in the Pneumococcic Pneumo. 
nias.” As in former years, a cordial invitation js 
extended to every member of the Michigan State 
Medical Society to attend these lectures. 
ss 

Women’s Cancer Movement 

One of the newest of the national health move- 
ments is the Women’s Field Army of the American 
Society for the Control of Cancer, which was or- 
ganized two years ago and at the present has ac- 
tive divisions in forty-five states. The work of the 
Women’s Field Army, carried on in collaboration 
with the local state and county medical societies, js 
largely educational; that is, the spreading of infor- 
mation regarding the nature of cancer and how to 
recognize the earliest stages. Two simple things are 
urged for every person, namely, a complete physical 
examination and knowledge of cancer danger sig- 
nals. The educational work of the Field Army is 
supplemented in some states by appropriations for 
the care of indigent cancer patients, as well as 
equipment for cancer clinics. The month of April 
has been designated Cancer Control Month, for the 
purpose of carrying on a campaign to enlist sup- 
port. “Cancer is curable. Fight cancer with knowl- 
edge,” is the ambitious slogan of this enterprising 
movement which is worthy of support. 


The Michigan Pathological Society held its an- 
nual meeting at the University of Michigan Hos- 
pital, Ann Arbor, on December 10, 1938. 

The scientific subject of the meeting was “Pathol- 
ogy of Drugs.” Dr. O. M. Gruhzit, of Parke, Davis 
& Co., presented several interesting studies of the 
effect of drugs on experimental animals. Other 
members presented pathological material illustrating 
the effect of drugs upon the human subject. Of 
considerable interest was a case presented by Dr. 
S. E. Gould, of Eloise, demonstrating sulfanilamide 
as a cause of agranulocytic angina. Dr. C. I. Owen, 
Detroit, presented a case of mercury bichloride 
poisoning illustrating the pathological changes in the 
kidneys. Dr. Gabriel Steiner, Detroit, presented a 
case of myochrysin poisoning. Dr. C. H. Binford, 
Detroit, presented a case of carbon tetrachloride 
poisoning. Dr. Martha Madsen, Detroit, presented 
two cases of lipoid pneumonia in infants. Dr. J. H. 
Ahronheim, Jackson, presented a case of strychnine 
poisoning. Dr. D. C. Beaver, Detroit, and Dr. M. J. 
Rueger, Detroit, presented a case of hydropic de- 
generation of the kidneys induced by concentrated 
intravenous sucrose injections. In the discussion of 
Dr. Gruhzit’s material, Dr. Hartman brought out 
certain important correlations as he had observed 
them in human and experimental pathology in cases 
suffering from anoxemia induced by fever therapy. 

The following officers were elected: President, 
Dr. O. W. Lohr; President-elect, Dr. W. L. Brosius; 
Secretary-Treasurer, Dr. D. C. Beaver; Councillor, 
Dr. O. A. Brines. 

* * x 

Physicians who have addressed county medical 
societies and lay groups during the past month or 
two: 

Wilfrid Haughey, M.D., of Battle Creek spoke to 
Kiwanis Club of Kalamazoo on February 1, on 
“Michigan’s Group Hospitalization and Medical 
Care Plan.” 

L. G. Christian, M.D., and Ralph Wadley, M.D., 
of Lansing, discussed the medical and surgical man- 


.€ agement of diseases of the gall bladder and liver 





before the Eaton County Medical Society in Char- 
lotte on January 19. The same presentation was 


given before the St. Joseph County Medical Society 
on February 9. 


Jour. M.S.MS. 
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Harold Miller, M.D., of Lansing, addressed a 
girls’ assembly of 1,100 at Bay City Central High 
School on “Sex Hygiene” on January 11. In the 
evening, Dr. Miller addressed a public meeting of 
over 1,400 at the Nurses’ Home of Mercy Hospital. 
These meetings were sponsored by the Woman’s 
Auxiliary of the Bay County Medical Society. 

F. J. Hodges, M.D., of Ann Arbor spoke before 
the Bay County Medical Society on January 11 on 
“Gastric Carcinoma.” 

Cc. E. Merritt, M.D., and W. G. Gamble, M.D., of 
Bay City addressed the Livingston County Medical 
Society on January 16 on the subject “The County 
Health Unit.” 

J. O. Goodsell, of the Michigan State Dental So- 
ciety, spoke before the St. Clair Medical, Dental 
and Bar associations on January 10. A. J. Mac- 
Kenzie, M.D., spoke on behalf of the County Med- 
ical Society, and Attorney Frank Wilson for the 
Bar Association. 

Wilfrid Haughey, M.D., and H. F. Becker, M.D., 
of Battle Creek, spoke at Sturgis to the St. Joseph 
County Medical Society on January 12, on “Group 
Medical Care Plans.” 

B. R. Corbus, M.D., of Grand Rapids, President- 
Elect of the M.S.M.S., spoke to the Community 
Club of Cedar Springs on January 19 on Michigan’s 
Group Medical Care Plans Versus Socialized Med- 
icine. 

Cc. A. Stimson, M.D., of Eaton Rapids, addressed 
the Clinton County Medical Society in St. Johns 
on January 31. His subject was “Proctology.” 

Roy H. Holmes, M.D., of. Muskegon, spoke to 
the Bluffton School P.T.A. on November 9 on 
“Syphilis”; to the Bluffton Community Church 
Men’s Club on December 6, and the Y’s Men’s Club 
International on December 14, on the same _ sub- 
ject. 
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County Medical Society secretaries and other of- 
ficers of the county and state medical societies at- 
tended the Secretaries’ Conference in Lansing on 
January 15, in the number of 85. Those registering 
included Secretaries Florence Ames, M.D.; W. H. 
Barnum, M.D.; D. K. Barstow, M.D.; Otto O. 
Beck, M.D.; E. W. Blanchard, M.D.; D. C. Bloem- 
endaal, M.D.; Wm. M. Brace, M.D.; J. H. Burley, 
M.D.; C. G. Clippert, M.D.; Thomas H. Cobb, 
M.D.; T. S. Conover, M.D.; R. C. Conybeare, M.D.; 
L. W. Gerstner, M.D.; C. L. Grant, M.D.; L. J. 
Hakala, M.D.; C. D. Hart, M.D.; Wilfred Haughey, 
M.D.; H. C. Hill, M.D.; R. J. Himmelberger, M.D.; 
T. Y. Ho, M.D.; B. I. Johnstone, M.D.; W. S. Jones, 
M.D.; C. E. Lemen, M.D.; A. F. Litzenburger, M.D.; 
John J. McCann, M.D.; H. R. Mooi, M.D.; M. R. 
Murphy, M.D.; R. A. Ostrander, M.D.; E. S. Par- 
menter, M.D.; Horace Wray Porter, M.D.; J. W. 
Rice, M.D.; D. R. Smith, M.D.; A. W. Strom, M.D.; 
Dale E. Thomas, M.D.; J. M. Whalen, M.D.; Thom- 
as Wilensky, M.D.; D. Bruce Wiley, M.D.; and A. 
L. Ziliak, M.D. 


Others present included Doctors B. R. Corbus, L. 
Fernald Foster, F. T. Andrews, W. E. Barstow, 
R. H. Holmes, V. M. Moore, officers and councilors 
of the State Society; Doctors L. M. Bogart, G. D. 
Bos, J. B. Bradley, R. M. Bradley, G. R. Bullen, L. 
G. Christian, L. W. Day, C. F. DeVries, B. H. Doug- 
las, G. F. Fisher, L. A. Frenette, S. W. Hartwell, 
T. F. Heavenrich, B. A. Holm, D. A. Jamieson, O. G. 
Johnson, L. R. Keagle, J. W. Kemper, C. S. Ken- 
nedy, E. C. Long, G. L. McClellan, G. M. McDow- 
ell, E. G. McGavran, A. B. McGraw, Wm. B. Mc- 
Williams, H. A. Miller, F. B. Miner, Dean W. My- 
ers, Constantine Oden, R. H. Pino, E. W. Schnoor, 
G. A. Sherman, L. M. Snyder, D. C. Stephens, C. A. 
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James C. Droste, M. D. 


PRACTICE LIMITED TO 
DIAGNOSIS AND TREATMENT OF 


DISEASES OF THE RECTUM 


Sheldon Avenue at Oakes 
GRAND RAPIDS, MICHIGAN 
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Health 
and Iacident Insurance 


For Ethical Practitioners’ 
Exclusively 





$5,000.00 accidental death —_, 5%, 


$25.00 weekly indemnity, health and accident per year 


$10,000.00 accidental death _ ,ii°', 


$50.00 weekly indemnity, health and accident per year 


$15,000.00 accidental death —_,°", 


$75.00 weekly indemnity, health and accident per year 











37 years’ experience under same management 


$1,500,000 INVESTED ASSETS 


ASSURE ABILITY TO PAY 
More than $8,000,000.00 Paid for Claims 
Disability need not be incurred in line of duty—benefits 
from beginning day of disability 
Why don’t you become a member of these purely pro- 
fessional Associations? Send for applications, Doctor, to 


E. E. ELLIOTT, Sec’y-Treas. 


al Physicians Casualty Association fain 
) Physicians Health Association 
thet) 400 First Nat'l Bank Bldg AIM 


MIG OMAHA, NEBRASKA SQ@2UM 


$200,000 deposited with State of Nebraska for our 
members’ protection 


*15,000 are already members 















Stimson, D. W. Thorup, L. C. Towne, Bert VanArk 
J. D. VanSchoick, J. A. Wessinger, R. A. Wilcox, 

Also present were Senators D. Hale Brake and 
Henry F. Shea; Representatives Dora Stockman and 
Douglas D. Tibbits; Health Commissioner Don W. 
Gudakunst; Dr. C. C. Young of the State Health 
Laboratories; M. R. Kinde, M.D., of the Kellogg 
Foundation; W. S. Ramsey, M.D., Secretary of the 
Michigan Crippled Children Commission; Miss Olive 
Sewell, R.N., Executive Secretary of the Michigan 
State Nurses Association, and Miss Anne Quigley, 
R.N.; J. O. Goodsell, D.D.S., C. J. Wright, D.D.S, 
and Executive Secretary H. C. Gerber, Jr., of the 
Michigan State Dental Society; John A. MacLellan, 
Executive Secretary of the Michigan Conference of 
Social Work; Seth Burwell of the State Insurance 
Department; Henry C. Black and A. E. Skaggs of 
Battle Creek; J. A. Bechtel, Executive Secretary 
and Mr. H. R. Lipson, of the Wayne County Medical 
Society, and Executive Secretary Wm. J. Burns of 
the State Society Executive Office. 


* * * 


ART TELLS HISTORY OF AMERICAN 
MEDICINE 






































G, All worth while laboratory exam- 
inations; including— 


Tissue Diagnosis 
The Wassermann and Kahn Tests 
Blood Chemistry 
Bacteriology and Clinical Pathology 
Basal Metabolism 
Aschheim-Zondek Pregnancy Test 


Intravenous Therapy with rest rooms for 
Patients. 


Electrocardiograms 


Central Laboratory 


Oliver W. Lohr, M.D., Director 


537 Millard St. 
Saginaw 
Phone, Dial 2-3893 


The pathologist in direction is recognized 
by the Council on Medical Education 
and Hospitals of the A. M. A. 

























“Beaumont and St. Martin” 


“Beaumont and St. Martin” is the first of six 
large paintings in oil memorializing “Pioneers of 
American Medicine” which Artist Dean Cornwell 
will complete in the next few years. Others in the 
series are: Dr. Oliver Wendell Holmes, Dr. Ephraim 
McDowell, Dr. Crawford W. Long, Dr. William T. 
G. Morton, and Major Walter Reed, and one wom- 
an, Dorothea Lynde Dix, who, while not a physi- 
cian, stimulated physicians to study insanity and 
feeblemindedness. 


Arrangements to supply physicians with free, full 
color reproductions of “Beaumont and St. Mar- 
tin” without advertising, and suitable for framing, 
have been made with the owners, John Wyeth and 
Brother, 1118 Washington Street, Philadelphia. 


* * * 


Little Mary Lou—Mother Dear, if there are any 
men up in Heaven why is it that we never see pic- 
tures of angels with whiskers? 

Mother Dear—Well, I guess it is because most 
men get there only by a very close shave. 


Jour. M.S.MS. 
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Acknowledgement: of all books received will be made in 
this column and this will be deemed by us a full com- 
pensation to those sending them. A selection will be made 
for review, as expedient. 














CANCER AND DIET. By Frederick L. Hoffman, LL.D. 
Baltimore. The Williams and Wilkins Company, 1937, 


The author, who is neither a physician nor a sci- 
entist, has been interested in the statistical and diet- 
ary aspect of cancer for years. His book, which 
contains 729 pages, is divided into four parts. The 
frst is an interesting historical review of the de- 
velopment of cancer theories, particularly those re- 
lating to diet. The second is a study of modern diet 
compared to the diet of past generations. The third 
part, entitled “Cancer Metabolism,” reviews the liter- 
ature pertaining to food metabolism and that of 
certain organic and inorganic chemicals as well as 
enzymes, hormones and vitamins in cancer. The 
lat and largest section is devoted to “Dietary 
Facts,” consisting of a mass of unreliable informa- 
tion collected by questionnaires from cancer patients. 

It is the author’s conviction that cancer is pro- 
duced by excessive nutrition and he presents what 
he believes to be the affirmative side of the argu- 
ment. His inability to evaluate the authors and ar- 
ticles he reads results in verbosity. He begins with 
his conclusions, supports his opinions by extensive 
reading and presents nothing new regarding the 
cause of cancer. Admittedly an interesting book, 
it is not highly recommended to those whose time 
for reading is limited. 





SCARLET FEVER. By George F. Dick, M.D., D.Sc., and 
Gladys Henry Dick, M.D., De.Sc., 149 pp., $2.00 post- 
paid. Chicago: The Year Book Publishers, 1938. 


The authors of this treatise have long been recog- 
nized as eminent authorities on the skin test for sus- 
ceptibility to scarlet fever. In this book they have 
utilized their extensive experience in presenting a 
complete consideration of the subject. In the chap- 
ters devoted to the clinical aspects of the disease 
there are comprehensive discussions of the varieties 
of scarlet fever, complications, diagnosis and prog- 
nosis, treatment, skin tests, and of prophylaxis. The 
considerations of the preparation of scarlet fever 
toxin, specificity of the hemolytic streptococci, 
allergy, antibacterial immunity, local immunity, and 
oral immunity complete the story by presenting the 
laboratory aspects of the disease. The nice arrange- 
ment of these topics makes their data quickly avail- 
able, The colored plates of the early scarlatinal 
trash, Pastia’s lines, the strawberry and the rasp- 
berry tongue, the blanching test, the skin reactions 
and their interpretations, and of the specificity tests 
are unexcelled. 
_ This monograph is a very practical work, because 
it is so detailed and at the same time so concise. 

he direct and lucid style with which these authors 
translate their wealth of experience into a text, rec- 
ommends this book to whoever is concerned with 
any aspect of scarlet fever. 





CLASSIFIED ADVERTISING 


POSITION WANTED—By expert stenographer. 
Can furnish best of references. Willing to accept 
Position in any part of the state. Write C.P.A., 
2020 Olds Tower, Lansing, Michigan. 


Fepruary, 1939 





Among Our Contributors 




















Dr. Franklin G. Ebaugh is a graduate of Johns 
Hopkins University, class of 1919. He is part 
time Director of the Division of Psychiatric Ed- 
ucation, National Committee for Mental Hygiene 
and a member of the American Board of Psy- 
chiatry and Neurology and the Advisory Board 
of Medical Specialties. 


* * * 


Dr. John J. Engelfried has the following de- 
grees from the University of Michigan: B.S., 
M.S.P.H., and D.P.H. He is an instructor in the 
Department of Pediatrics and Infant Diseases 
and has been associated with Dr. Cowie in re- 
search work for three years. 


* * * 


Dr. E. R. Schmidt received the degree of A.B. 
in 1913 at Wisconsin, and M.D. in 1916 at Wash- 
ington. He was first Lieutenant, M.R.C., 1917-18; 
Captain, M.C., U.S.A., 1918-19; Commanding Of- 
ficer, U.S.A. Base Hospital No. 11, in 1919. From 
1921-22, he was Exchange Assistant at the 
Maria Hospital, Stockholm, Sweden; and from 
1922-23, Exchange Assistant, at the Stadtische 
Krankenhaus, Frankfurt-am-Main, Germany. Dr. 
Schmidt was a member and governor of. the 
American College of Surgeons, is a member of 
the Western Surgical Association; German Surg- 
ical Congress; Wisconsin State Medical Society, 
and the American Surgical Association. He is a 
member of Nu Sigma Nu medical fraternity. Dr. 
Schmidt has been Professor of Surgery at the 
University of Wisconsin Medical School since 
1926, as well as surgeon at the Wisconsin Gen- 
eral Hospital. 

* * x 


Dr. Stanley J. Seeger was graduated from the 
Northwestern University Medical School in 1911, 
and received the degree of M.S. from Marquette 
University in 1936. He is a past-president of the 
Milwaukee County Medical Society, past-pres- 
ident of the Wisconsin State Medical Society, 
and past-president of the Alumni Association of 
the Mayo Foundation. At the present, Dr. See- 
ger is chief of staff of the Columbia Hospital 
and the Milwaukee Children’s Hospital, and 
chairman of the Council on Industrial Health of 
the American Medical Association. 


* * * 
a 


Dr. Donald S. Smith graduated from the Uni- 
versity of Michigan in 1934. He served his in- 
terneship at the University Hospital, Ann Arbor, 
and was Instructor in Internal Medicine there in 
1936-38. He is an associate member of the Amer- 
ican College of Physicians and Consultant In- 
ternist at Pontiac State Hospital. His practice 
is limited to internal medicine. 


*x* * * 


Dr. Kellogg Speed is a clinical professor of 
surgery at Rush Medical College, Chicago, and 
attending surgeon to the Presbyterian Hospital, 
Chicago. Dr. Speed is author of the textbook, 
“Fractures and Dislocations.” 
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The Mary E. Pogue School 


for exceptional children 


Individual instruction for backward and prob- 
lem children of any age. Separate building 
for boys. Epileptics accepted. G. H. Mar- 
quardt, medical director. W. H. Holmes, con- 
sultant. Gerard N. Krost, Pediatrician. 


WHEATON, ILLINOIS 
Phone—Wheaton 66 50 Geneva Rd. 




































CURDOLAC 


BREAKFAST FOOD 
(ready-to-eat) 


BREAKFAST CEREAL 
(to be cooked) 


Nutritious, Tasty, Satisfying 
(for restricted diets) 










Samples on Request 


CURDOLAC FOOD CO. 


WAUKESHA, WISCONSIN 
































“ALCOHOLISM” 


Exclusively 


Complete rehabilitation—designed to leave 

patient absolutely free from any craving or 

desire for all liquors. Desire to quit liquors 
our only requirement. 


MAYNARD A. BUCK, M.D. 
—Offering Absolute Seclusion— 
ELM MANOR Phone 3443 
Reeves Road Rt. No. 5, WARREN, OHIO 


































MATERNAL HEALTH 


From the Committee on Maternal Welfare of the 
Michigan State Medical Society 


Maternal health may be defined as an achicvement 
wherein women desirous of parenthood are able to 
conceive, give birth to healthy children, in reasop. 
able numbers, and accomplish the same without im. 
pairment of mental or physical efficiency. 

It is obvious that this desideratum can rarely be 
an accomplished fact, without the aid of intelligent 
obstetric supervision and management. 

Maternal health presupposes a satisfactory heredj- 
tary and environment influence, and proper super- 
vision of the newborn which should be continued 
throughout the stages of childhood and adolescence, 
and throughout the mating period. 

Appropriate antenuptial examination and advice 
should be given and at marriage every woman 
should avail herself of contraceptive information 
and treatment. 

Marriage should be followed by supervision of 
the wife from the standpoint of maternal health and 
this should be continued throughout the whole re. 
productive life. 

This broad conception of maternal health involves 
serious responsibilities upon the medical profession 
and upon the public. 

It has been, and continues to be, the purpose of 
the Maternal Health Committee of this state to 
exert every effort to assist the doctors in the state 
to render good obstetric service, and to instruct the 
people to appreciate it. 

Michigan has taken a foremost position in its 
Maternal Health Program. 

Every County Medical Society in the state has a 
Committee on Maternal Health, and its duties and 
functions are, to become interested in a practical 
way, in all maternal health problems in their own 
county, and to cooperate with the state committee in 
its effort to help give the expectant mothers in 
Michigan an increasingly better service. 

President Luce has increased the membership of 
our committee which now consists of six obste- 
tricians, three pediatricians, and one _ psychiatrist. 
This broadens our duties and increases our responsi- 
bilities. 

Our Committee needs, and earnestly solicits, the 
aid of all physicians in the state who do obstetric 
work, and it is particularly anxious to see every 
County Maternal Health Committee assuming re- 
sponsibility toward solving local maternal health 
problems, and these problems are present in every 
community. 
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tic diseases. Graduate instruction in radio-therapy is offered to 
qualified physicians. 






The Radiation Equipment Includes: 
One 220 k.v. x-ray apparatus 
One 400 k.v. x-ray apparatus 
One 500 K.v. x-ray apparatus 
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